MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 »§ 9 
CERTIFICATE OF DEATH lai 
1802. 


Reg. Dist. No. 


TD AM, fram the causes and on the date stated abave. 


A ADDRESS (Street, city or tawn, state) DATE SIGNED 
$A CCG ers Vt. Mi envy larry SAV ee Henryton, Maryland __2-10-60_ 


MARSEANS Dr. BE. M. Maculans, Supt. 


22b. DATE THEREOF 


A= 14-14 ho 


WAL, CREMATION, 


‘2c. NAME OF CEMETERY OR CREMATORY 
OVAL (Specify) 


HAI Cem. 


2d, LOCATION (City, town, or county) (State) 


~ os 
S 3 = 1 PLACE OF. DEATH 2 USUAL RESIDENCE (Where deceosed lived. If institutian: Residence before odmissian) 
i zz o. a. b. COUNTY . : 
- 32 Carroll PETC AND, Maryland Wicomico v 
= ee: b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL ond give nearest tawn) 
og , 
g 8 RURAL ond give nearest town) : ny ley 
2 38 Henryton 537 days Salisbur ALS R +H 
< 2 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
» = Wok ‘OR INSTITUTION o ON A FARM? 
be cf Henryton State Hospital 405 Commerce Street yes [] No 
2 £5 3. NAME OF First Middle lost 4, DATE Manth Day Year 
3 - DECEASED © OF 
23 (Type or print) Charles Jackson Barkley Deatd February 10 1960 
eo Ed 5. SEX: 6. COLOR OR RACE |7. MARRIED PS] NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3. op = last birthday) Min. 
errr Male wipowen [] porceD[] | 7-26 -1906 BQ, ys. pee 
2 E ae 10a. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
2 82s during mas! af working life, even if retired) 
S$ 2es Landscaper \\ do New Castle Co., Delware U. "S,. 2. 
a < 3 o. 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© § 
o Bhs John Barkle Fannie Barkley 
= 3 of 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
+ a {Yes, no. oF unknown) (IE yes, give wor or dates of service) J 2 Barkl P 
Be SiS No | Charles Jackson Barkley - Patient 
e 22<. é 
eo 23 = 18. CAUSE OF DEATH [Enter anly one couse per line for (a}, (b}. and (c).] INTERVAL BETWEEN 
3 205 PART |. DEATH WAS CAUSED BY: ; ; eG SNSETARD DERI 
Oe IMMEDIATE CAUSE {0} Cardiovascular insufficiency 
= £29 e) >-4 
3 oe 3 DUE TO 
£ D> Canditions, if any, which «Moderately advanced bilateral pulmonary tbc. 
te eed gove rise to immediote 
5 S85 couse (a), stoting the under- ( DUE TO . d 
fgese lying cause lost. «Diabetes mellitus 
z i) 3 - G Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha) |19. eee 
2RLOSD = ‘ 
gas 8 als : yes] NOL} 
LS i © 2 = 20a. ACCIDENT WAS UNDERLYING C1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part II of item 18.) 
. = s OR CONTRI8UTING [] CAUSE OF DEATH 
® S825 & | (IE EITHER, NOTIFY MEDICAL EXAMINER} 
ae E 
So 56s & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
280 fa) Hour a.m. While Not whiter foctary, street, office bldg., etc.) ! 
a3 ae lot work [] of work ! 
$ be 
Ze 
aoa 
Pp eap 
Vv . 
£25 
ara 
z2s 
evs 
3 a 
is 
2Pe 
Eee 
= 


TO HOSPITAL OR ATTENDING PHY 
may be retained by the hospital or 


_ 23. FUNERAL DIRECTOR'S SIGNATURE ~ ADDRESS 


‘Qda. REC'D BY REGISTRAR ] 24b. REGISTRARS SIGNATURE 


oar EB 1560 ray 


er 


Thocety. B. Jolle al=sbu. : Lael 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 
1803 CERTIFICATE OF DEATH 1750 


Reg. Dist. No. 
a, 


ae 


1. PLACE OF DEATH iy 2. USUAL RESI oo deceosed lived. If institution, idence, befare ease) 
{ ae ag AVS o- 54 marviann || % STATE i WiE4 “a comny 7 CATE LAL LLPLV>S * 
(a) TOWN (If outtide cary limits, write | cLLENGTH OF STAY IN 1 ! «, CITY OR TOWN ee corporate limits, write RURAL oF ive nearest tas 


Bi 7220 ce yd Ong 11 eek Mere 15 X- 6 


id be filed with 


hours after death: Page 4 
1d in by the funeral director, 


3 ll 
a3 OF HOSPITAVIE ney in hospitsl, give ttreet a ) d. STREET ADDRESS 5 @. IS RESIDENCE 
3 ering, 7 oF 
e Ore "ONE DTA ED Le " aL OC VIL Provte} Lane |" one a 
5 2. NAME OF Sy lite Ti aett iaaie tow 4. DATE Month Do Year 
= DECEASED F 3 : % : 
@ 2 fiype or print) Yo LWVET- [Vth ~ BOO, ee Sim February 13 ,, 60 
= 8 5. SEX %. COLOR OWAACE |7. MARRIED (EVER MARRIED o RTH 9 AGE {Io veors [IE UNDER 1 YEAR]IF UNDER 24 HRS,” 
3 3s FE, EM ; oe Lo: ae ge SSS§ dey) Months Hours | Min, 
2 23 g 7h a bivorcep (1) Qrm. a 
a § a. 100. sua SA geile (Gy of uae ge 10b. KIND OF BUSINESS OR INDUSTRY Vai, (St oy foreign county 12. CITIZEN OF WKAT UNTRY? 
Bent ring mast of working Weep it ret 
5 ef £8 Retired- (pie & U. S. Gov't Vaiss hk LD, Ce ae 7”. 
gh 8 BK 13. FATHER'S NAME 3 MOTHER'S MAIpthy NAME 
© 536 J PANY +h ap Aeyone Acth; 
3 2G va 
2 it Ae aes 
= : 


. 


° 
$ 
F 1$. WAS DECEASED EVER IN U. S. ARMED FORCES? [1 TAL URITY v7 i oy 
> a ee iS (IF yes, give wor or dates of service) i au i L/ Keivrdy Ho 


CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (c).]- 
cone See) a aphevine jie 
Le 2 w O DUE TO 
4} tpg Pisa prt erio se lea hic Heard Liseas 
seas \sie ging ne naw. ¢ TO PErahizedk A VP'FC P1058 ClEFOBLS 


lying couse tost. (). 


Then pi 


Fate has been signed by the atten: 


i 
° 
yy é zy nh he me CONDITIONS AY TRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. pene 
ES Ale 
= Olsle wy Awl pby teh te Venton | ws) NOL] 
eA = 200. ACCIDENT WAS. ae ey o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port Il of item 18.) 
= 5) OR Ci RIBUTING [J CAUSE OF DEATH Pee 
& |e EITHER NOTIFY MEDICAL EXAMINER) e 
¥ 
Lees Bs. 
& ]20c. TIME’OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 1 20F. {City ar town) (County) (Stote) 
3 Hour a. m. While Not while factory, street, office bidg., etc.) | 
= p.m, lot work [[} of work [7] ' b 


21.1 certify, that | attended the deceased fram. , 19.22. that | last saw the deceased 
ative eS © Shee ae WGC... and that death occurred at £25. M, fram the causes and an the dafe stated abave. 


Stowatun : iy Vibe "L-E a, ; Cen ue we oor fre lees K bell DATE ig 


“Fi aa ee 
NAME (Type) Konstantin WE BER D. 


7d. LOCATION (City. town, of caunty) (Slote) 
pedi ¥ ; 
a 2/17/60 Rock Creek Cemete Washington, D. C. 
4 ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Yen dss Rol 2 : Bethe de ary Land) pare FEB 2 4°60 Ciithun & Fiosad 


PHYSICIAN'S 


page 3 should be detached for use as the burial-transit permit. 
the registrar prior to burial, cremation, or removal, and in ony event 


may be retained by the hospital o- 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death’ certifica! 
TO FUNERAL DIRECTOR: After this ¢ 


hr, HCA , FH A 


MARYLAND STATE DEPARTMENT OF HEALTH t 
aes b YSTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0) 7 7 i) i 
a 


*% CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


eT en al marviano || ° TE Maryland BCOUNIY Baltimore 


4} 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Sykesville 8yrs.7mos.26fays Reisterstown O38 XoR 


d. NAME OF HOSPITAL (If not in hospitoi, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ON A FARM?. 


Springfield State Hospital 11 Westminster Pike ves) Nop 


|. NAME OF First Middl t 4. DATE 
Decrease ‘irst iddle fast Month 


Day 
OF 
(Type or print) Lowell Lewis Bosley DEATH February 15, 960 
» SEX 6. COLOR OR RACE | 7. MARRIED [NEVER MARRIED [1] | 8- DATE OF BIRTH 9. nee trea IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jogs birthdoy 4 
Male White |woownQ  ovorceo | April 29, 1909 Bor eae | ae 


10a. USUAL OCCUPATION (Give kind of wark done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 112. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Contractor - Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Abraham Bosley Lylia Huntermerk 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yas, 10, or untnewn) | (UF yes. give war or dates of service) 


fe) - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (0).] pe A NE ol 

PART |. DEATH WAS CAUSED BY: 

z ImmebiaTe Cause (o) Acute and chronie interstitial bilateral weeks 

/ 

AD Ix cveto bronchopneumonia. 
Conditions, if ony, which (b) 
gove rise to immediote 
cause (0), stoting the under. ( CUETO 
lying couse last. (c) 


Pott LEE E BEY SHON SIDE BEAL CLE WERE TSAR GEE, ONOTON ON PET TOT ES TY 


a 


directar, 


Pages | and 2 shauld be filed with 


hours after death. 


Yeor 


eo ofter death. Poge 4 


Then please remove carbon papers. 


‘onsit permit. 


yes &) No] 


The law requires that the death certificate be executed withi 


Jing physician. 
Zote has been signed by the attending physician and campletely filled in by the funeral 


page 3 should be detached far use as the bur! 


20a. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while. foctory, street, office bldg., etc.) | 
p.m. 19 lot work [J] ot work ‘ 


21.1 certify that (1) (this hospital) attended the deceased fram.June_19,____. 1951 eebruary 15, 19.60, that (I) (we) last 


saw the deceased alive on. February. _1f, 60, and that death occurred atls 30PMram the causes and an the date stated abave. 
2b. DATE 


ATTENDING MED. STAFF SIGNED 
. | PHYS. EX) __irector PHYS. 
— 22d. ADDRESS 


Agustin delCampo, Springfield Hospital, Sykesville, Mad. 


Bo. BURIAL. eon: ab. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
specify 
Burial Feb.19, 1960 Mt.Zion. Black Rock Road, Butler, Md. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


BAIS ON J.F.Eline & Sons, Reisterstown,Md, pate FEB 1 9°60 Catton £ KE 


iM 9/59 


o 


MEDICAL CERTIFICATION 
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moy be retained by the haspita! ar 
TO FUNERAL DIRECTOR: After this cerr 


TO HOSPITAL OR ATTENDING PHYSI 


pe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
rl CERTIFICATE OF DEATH 


oad 


1799 


Reg. Dist. No. 


eae: é SG 
4 3G K 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& fy ° COUNTY Carrell mannan || ° A Maryland b-county Carroll 
< . 3 b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {| outside corporote limits, write RURAL ond give nearest town) 
o 8 RURAL ond give nearest town) 
ae Westminster life / Westminster 
€ 2 = d. I OF ares {If not in hospital, give street address} _d. STREET ADDRESS e 5 heat 3 
SES 202 E. Main Street 202 E. Main Street ves] Noy) 
8 orcs 
a= Oo 3. NAME OF First Middle tost 4, DATE Month Day Yeor 
Se DECEASED OF 
@ 3 {Type or print) Gertrude Holbrock Bowers bam February 11 j 60 
2 2 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9% pop onaers UF UNDER 24 HRS. 
peo Female White |wioowepy _ovorceoQ] | Dee» 5, 1875 yeeliee bales || eas gee 
3 3 & Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oe 6° during most of wire. even if retired) 
3 ove House wife Own Hone Carroll County, Md. USA 
iB - 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ges John Holbrook Margaret (unknown) 
= = é i toe Deepen oun U.S. —, efi 16. SOCIAL SECURITY NO. en INFORMANT Address 
= as, 00, 0¢ unknown eh, Give wor or eaten of servic 
8 gf no CPL SLT" 220-03<6312 Charles H. Bowers Westminster, Md. 
2 £8 
£ 6% 7 7 
5 6 8 18. CAUSE OF DEATH [Enter only one couse per line’for (0},.b). ond (c)-] y = - INTERVAL BETWEEN 
a Ss f ONSET AND DEATH 
oS” fare PART |. DEATH Se 4 eet fz Dan“ f 
2 35 A OE ES SA Set oy“ to Ment Petree PY 
ee EGO *% DUE TO 
2 5 
& 3 
= & 
z 2 
Fy 
oae: 
b53 
3 
“3 


8 
2 
oS 
g 
o 
2 
“ 
Rg 
¢ 
£ 
a3 
ge Conditions, if ony, which (ol : inant — 
Eo gove rise 10 immediate = Le 
Bs co¥se (0), stating the under ( OVE TO 
e422? lying couse lost. {c) 
Scan pee Ba ). 
i 5 = j Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)| 19. Bide ra hy Neal 
2509 eS 
Eas = y 
eS 55 a yes] no 
2 2 2 
Fotss = [200. ACCIDENT WAS UNDERLYING C]__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ogee. & | or CONTRIBUTING C1 CAUSE OF DEATH 
Z @ gs & | (i EITHER, NOTIFY MEDICAL EXAMINER) 
rt ea ais, | 
Fy Say Ok OTN TEP, Se ee eg gree mee 
oss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (State) 
Foales a Hour 0. m. While Not while. factory, street, office bldg., etc.) | 
zsEe§ = pum. 19 Jot work [7] ot work] H 
OS caeu F \Z 
Z32> < 21. | certify wpe T the deceased fram.____. G..-LL.um, \GeZ.,that | last saw the deceased 
< 2-2 . SL ZA Gy 
Bes 33 alive an______£= eS S Bes, WEL and thot death accurred at_Z¢-24 _'M, fram the causes and on the date stoted above. 
ESOS0 cc fa — ADDRESS (Street, city or town, state) DATE SIGNED 
5 Cie ACTUAL Lo (ie se peel LA 7 4 ~ La 
SPE 5 ae stn , yen ae Lloced £4 
faze 
azeass PHYSICIAN'S 
exes 7.) qn te We C.Jennette, M.D. 103 _E. Main St. Westminster, Md. 
z 3 x 
Fd £2°° To. BURIAL, CREMATION, 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Stote) 
~D>o* Ec . 4 
zgege Burris 2-14-60 | Pleasant Valiey Cem. | Pleasant Valley, Md. 
bd 


a 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY RE! IST} ‘Dab. REGISTRAR'S Sit ATURE 
eee) John R. Byers Westminster, Maryland [ose FS ad ll le ri Rae 


led in by the funeral directar, 


ges 1 and 2 shauld be fi 


ers. Par 


Then please remave carbon 


The law requires thot the deoth certificate be executed wit! 


N 
Hing physician. 


page 3 shauld be detoched far use as the buriol-transit permit. 
the registrar prior to buriol, cremation, or remavol, and in any event within 72 haurs ofter 


may be retoined by the haspital or 4 
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TO HOSPITAL OR ATTENDING PHYS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i ne 
1797 CERTIFICATE OF DEATH 04793 


Reg. Dist. No. 


1. PLACE OF DEATH 2. bel SNS (Where deceosed lived. If institution: Residence before admission) 
o. COUNTY MARYLAND 0. STATI b. COUNTY 


* Mex ylend Carroll 


b. CITY OR TOWN (IF outside corporote limits, write li LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) ate 
estminste S5_yrse tf Westminster, Mde 
d. NAME OF HOSPITAL (If not in hospital, give street address) |, d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Yes) nog 


| NAME OF First Middle DA Month Day Yeor 
{Type or print) Francis Febe_ ZR = 19 560. 
5. SEX 6. COLOR OR RACE | 7. i 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last Bae Months[ Doys | Hours] Min. 


x = 4/25/85 4” 


10a. USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | IT. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 
of : Carroll Co. Maryland UsSehe 
13. FATHER 34, MOTHER'S MAIDEN NAME 
Patrick Boylan Marie Ginnerty 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? }16, SOCIAL SECURITY NO. INFORMANT Address 


(yes, no, oF unknown) | (IF yes, give wor or dates of service) 


no no 219-0l-3112| sister Mrs Claude Mitten RDS Westminster 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (¢)-] ENEEY AN BERR 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) L ota i a ae they Bk: 


DUE TO 


Conditions, if ony, which (o) 
gave rite to immediate 

couse (0), stating the under- ( DUE TO 
lying couse last. () 


Patt ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
Yes [1] No 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(lf EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour a. m. While Not while foctory, street, office bldg., 6 ' 
p.m. W Jot work [] at work 


21. | certify 1! cee ST 1920 that | last saw the deceased 


alive an___+= é é , fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION, 


‘220. BURIAL, CREMATION, | 22b. DATE eo ‘ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 


er ae 
St. John's Cemstery 


23. an 7 Ss fot pr 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oy, , Westminster, Md. |oh€8 15°60 Onthan &. Fiiaua 


MARYLAND STATE DEPARTMENT OF HEALTH t 


cause {0}, stoting the under. ( DUE TO 


Gove cise to immediote 
lying couse lost, (o) 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o} 


19. WAS AUTOPSY 
Psychotic depression, g tf 


FORMED? 
yesf=] No 1) 


tr 


MEDICAL CERTIFECATION, 


] DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND he © 4 4 

WW 53 ] 805 CERTIFICATE OF 

2 $ 1 riage aN i USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
o o. COU oO. . b. INTY D : 

& 3% Carroll MARYLAND Moryland ey al timore 

$ 8 b. ESN) ae non (If outside “anal Viemits, wer c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

URAL and give nearest town) 

3 52 Sykesville 3mos days Baltimore 

2 S d. NAME OF HOSPITAL (IF not in hospitol, give street oddress} d. STREET ADDRESS 

3° i =| OR INSTITUTION e 

ae KCL ee Springfield State Hospital 8308 Harford Road 

2 5 ep ae First Middle Lost 4. pare 
@ 3 is (Type or print) Micholas Henry Brendel DEATH 

= se ‘S$. SEX 6. COLOR OR RACE | 7. MARRIED (2ALNever MARRIED Oo 8. DATE OF BIRTH 9. Pasa het 

e ad Male White wiboweED [] pvorceo] | Februory 3, 1897| 63 x. 

s & 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 

g > during most of working life, even if retired) 

x 3 Balto.Transit Co. Maryland 

3 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5 

3 Be John Brendel Cotherine Herold 

= ° 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17, INFORMANT Address 

: 5 Tes, no, oF unknown) & yes, give wor or dates of service) - i 

& pt Yes -1918 Pvt—trmr. | 223-905-901) Springfield Hospital Records 

ie ae SSSR 
2 5 . IMMEDIATE CAUSE (0) Bilateral Lobar Pneumonia 

= of am 

3 - Y (7s 76 a DUE TO 

a Conditions, if ony, which (bh 

$ 

5 

io” 

2 

z 

3 

° 

2 

£ 


ting physician. 
TO FUNERAL DIRECTOR: After this certicate has been signed by the attending physician and completely filled in by the funeral director, 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 
Hour 0. m. 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
foctory, street, office bidg., etc.) | 
‘ 


20d, INJURY OCCURRED 


While Not while 
‘ot work [] ot work 


21. | certify that (1) (this haspital) attended the deceased fram October 2 a 19.  toRebruaryc_f 4 19.60 that (I) (we) lost 
saw the deceased alive on. eebruary 19.60 and that death occurred ab: 25M) From the causes and an the date stated above. 


f ca SIGHED 
ATTENDING MED. STAFF 
si dle 2 M.D. | PHYS. 0 birector ) _PHYs. 
3 ae es 5 22d. ADDRESS 
t NANF (Type) 
Je 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City. town, or county) 


the Stale Board of Health prior to burial, cremation, ar remaval, ondin ony event, within 72 


page 3 should be detoched for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSIG 
may be retained by the hospital or ¢ 


burial” | 2-17-60 Parkwood (emet. one, Md. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 2Sb. REGISTRARS SIGNATURE 
waar OS \Leonard J. Ruck 5305 Hargord Rd oate FEB 1 0 ‘60 conta &, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
TRG CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
0. COUN PAN, 0. STATE b. COUNTY ward 


Carroll Maryland if 


b. CITY OR TOWN {If outside corporate limits, write iF LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town} 


RURAL ond give nearest town) eae olidays Lht the yhh/ Daisy « xX ok 


Sykesville 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d, STREET ADDRESS. e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


ee State Hospital ves [] Nox) 
First Middte lost 4. DATE Month Doy Yeor 


BEA, Cora Lavinia Stier Brightwell DEATH February 18, 1960 


6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yoor raisin TYEAR| TE am 
s jonths jours in, 
White wipowep [ pivorcep [] June 27, 1881 78 yrs, Ea] 


Oo. USUAL OCCUPATION (Give kind of work done/10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired} 
Maryland U.S.A. 


ol 


ted with 


@o after death. Page 4 


ly filled in by the funeral directar, 


Pages 1 and 2 shauld be, 


Housewife - 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James Rob Stier Eleanora Shipley 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Ir INFORMANT Address 


(Yes, no, or unknown) {UF yes, give war or dates of service) 
ie) | Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only ane cause per line for (0), {b}, ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


“oo a) DUE TO 


Conditions, if any, which 
gove rise ta immediate 
couse (a), stoting the under- 
lying couse lost. 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. WAS AUTOPSY 


-8.S.assoc.with senile brain disease with psychotic reaction. WO NOX 


Then please remave carban pa) 


transit permit. 


= 
2 
el 
4 
a 
a 
oy 
x 
o 
e 
a 
2 
3 
3 
5 
o 
€ 
o 
@ 
3 
3 
cS 
3 
ie, 
3 
ca 

2 
z 
a 
o 
“= 
ca 


ing physician. 
ertiricate has been signed by the attending physician and camplete! 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part tl of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stote) 
Hour a. m While Not while foctory, street, office bidg., etc. ! 
lat work [] of work 


MEDICAL CERTIFICATION: 


1 ar 


“ TO FUNERAL DIRECTOR: After this c 


ae toFeb.18,__.. 19.60, that (1) (we) lost 


and that fasih accurred of SEMrom the causes and on the date stated abave. 
2b, DATE 


ATTENDING MED STAFF ree 
M.D.| PHYS. Director C) PHYS. Gk 2/ 8/80 


22d. ADDRESS 


may be retained by the hospi 


Tie NAME OF mae OR eae 23d, LOGATION (City, town, or county) (State) 
x le 
aed en) peer a. 


CQ 5 wh aa ny SES 
24, FUNERAL DIRECTOR'S SIGNATURE > ce Al Ad 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE v 
Ata ee Ae ee ee 
CXC ee jae Re eee x oa bate FEB 2 3 ‘60 (OE! EE 


TO HOSPITAL OR ATTENDING PHYS/: 


= 
< 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ys 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH Q1796 


nol 


Hf = § ‘’ Reg. Dist. No. 
£3 2 aly, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution, Residence before admission) 
Cae 0. STATE b. 
(er AVA. MARYLAND A Lid Viftde AMET, 
ae 3 be ciTY Ok ia of ‘oufhide corporate limita, write RURAL a ee ey STAY IN Yb ¢. CITY OR TOWN (If ounigfcorporote limits walla RURAL ond give nearest tow 
Bo ie 
gt 5 2 IE, X Ahad by Pua; 
Bs Gs bf pi odd STREET ADDRESS @. 1S RESIDENCE 
2%.8 F ON A FARM? 
Fg5 °K LL tif{ tone eS NO 

= s A ee FFB Year 

2 DO y 
@ ° (Cpe or pint Sin? my, Phe ei * BR lean DEATH 960 
Sees al 6. COLOR OR RACE |7- MARRIED @] NEVER MARRIED [] ‘biz OF BIRTH ise IF UNDER 24 HRS. 
iv £ 

i 0 Pee ea ed Min. 

1A by Saiz \wwowo OQ) _ norco O SELL 


4 100. USUAL SS CGS Vip e lind of wor done| 10b. KIND OF BUSINESS OR tA pete BIRTHPLACE (Stote ar foreign sountry) 12. CIFIZEN OF WHAT COUNTRY? 
Pen it ronrs 
‘s YVLEZ ] ae AAA : bas a 
Ma MOTHER’ $ BEN J E 
AFL f 24 Bin; Aa 4 DLL AL LD. Z; 


(Yeu, 90, oF unknown) ay yet, 0, Sxtweb FORCES? fy CRMART ff - 2 
— — 1-01 05 Cina Mn heil teats Lpsntac Lege LOOM, 


1B. CAUSE OF DEATH [Enter only one coure per line fy {0}. (b). ond (¢).] ‘- pra: aetween 


pT AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


ROS DUE TO 


File pages 1 ond 2 wi 


lem 18. Give Poges 1, 2, ond 3 to the 


ner’s Office olong with form PM3. Poge 5 moy be retained for your files. 


Conditions, if ony, which {b) 
gove rise to immediate coure 


DEPUTY MEDICAL EXAMINER [74 


facie GACEeTn a LOCATION (City, town, eal {Stotey * 
page AiL AMM [iP A/a Lod Phi tthe Sty 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 
or removal, 


€ 

& 

3 

2 
Goo 
$55 (a), stotIng the underlying( PUE TO 
ms ES couse lost. te 
Pes z RT Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART T(a]19. WAS AUTOFSY 
‘o 2 ars an aa te PERFORMED 
s 3 Oo 3 yes] NOTR 
arte & | 20. EXTERNAL CAUSE Was 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury In Part 1 or Part {1 of item 1B.) 

2B & [PRIMARY (} or CONTRIBUTING 

5 § | CAUSE OF DEATH. 

mt 
3 & |20c. TIME OF INJURY, Month, Day, Year 20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, Form, {20% (City er town} (County) (Stote) 
te Fe Hour om. White Nat while factory, street, office bldg... 
eg = pm, 19 at work [] of work {7 ' 

& ; ; : 
fee 21. V certify that | taok charge af the remains described abave, held an Autapsy [_], InspectionY, Inquiry RX and find that 
§ 2s death res fram: Natural cayses Bh Accident [], §vicide [J], Homicide [], Undetermined cause [[]. 
s¥5 " ‘ 
ofu 
i = = 7 |, CHIEF MEDICAL EXAMINER [7] eas 
a2 4 "ASSISTANT MEDICAL EXAMINER [] 5-7/6 ~-2 7) 
eps Ke 
2£Pe 
= 92 
gis 
aoe 

- é 

J 2a, RECD BYR Ca ISTRAR'S SGNATURE 7 
VS. AISME(S) 72 
suoss\\’ OO LU aI tiilhe, L7ZA $e FER 1160 | ite fhe 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (} 1 iz 9 az 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) 
9. COUNTY °. b. COUNTY 


STATE 
Carroll ik salad Penna. = wd 


b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


Rural--Sykesville 2 weeks Elkins X=s 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS . IS RESIDENCE 
ON A FARM? 


Golden Age Nursing Home ves] Nowg 


d in by the funeral 


3. NAME OF First Middle Los 4. DATE Month Day ——Yeor 
(Type or print) IDA Se CARGILL DEATH FEB. 6, 19 60 
5. SEX 6. COLOR OR RACE ]7. MARRIED [XJ NEVER MARRIED [] i DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 


* lost birthdoy) | Months je ore rn, 
Female White |woowd wore | Feb, 3, 1872 ene ene er | eel 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“Hous ewite: care’ | Domestic Baton Rouge, La.. U.S.A. 


eo ofter death. Poge 4 


letely Fi 


Pages 1 ond 2 should be 


after death. 


Housew. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Jacob Landry Sinah Williema 


15. WAS DECEASED EVER IN U. S. ARMED ele SOCIAL SECURITY NO. ls INFORMANT Address 


(Yes, no, or unknown) {IF yes, give war or dates of service) 
We eae ae ein Se rs. Ida, Weber, Ellicott City, Md. 
18. CAUSE OF DEATH [Enter only one couse per line ae b ond (€)-] oA INTERVAL BETWEEN 


NSETAND DEATH 
PART |. DEATH WAS CAUSED 8 ie Ee ai 
IMMEDIATE CAUSE (o} 


¥ wf DUE TO 


Then please remave carbon popers. 


. or removol, and in ony event, within 72,b 


Conditions, if ony, which 
gove rise to immediote 
couse (o], stoting the under- 
lying couse lost. 


Parr Il, OTHER SIGNIFICANT CONDITIONS. CONTRIBUT ING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. eT la f 


yes (] No J) 


-transit permit. 


the State Board of Health prior ta burial, crematian, 


es 
2 
3 
5 
3 
g 
4 
5 
° 
Pe 
2 
5 
ae 
5 
3 
z3 
So 
3 
Uv 
® 
a 
8 
<= 
3 
= 
3 
Fa 
g 
3 
2 
© 
£ 
= 


ing physicion. 
cate has been signed by the attending physician ond comp! 


200. ACCIDENT WAS UNDERLYING D1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 120 (City or town) (County) Stote) 
Hour 0. m, While Not while foctory, street, office bldg., etc.) 
p.m. Ld lot work [-] ot work [7] ri i 4 
2). certify that (I) (this ha: I}, aftended the deceased fram..\3 a8 12) $10. WL. <r 192 Chat (I) (we) last 
sade deceased alive an 9, Loon ct 7) , fram the causes and an the date stated above. 
No\ 5 Z . ‘2b. DATE 
J 


MEDICAL CERTIFICATION. 


( / ‘ j ATTENDING MED. STAFF 
7 4 .D. | PHYS. CX birecror O  PHys. 
2c. LAME Mpoh/ 


NAME (Typof Be: Wy, 9. 7 W.VA 


230. BURIAL, CREMATION, 236, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 


B a eb, 9 1960|Ebenezer Cemetery Carroll Co. Maryland 


page 3 should be detoched for use as the burial 


may be retained by the haspitol or 
TO FUNERAL DIRECTOR: After this cert 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. RE BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Me Waltz, Winfield, Maryland pate FEB 1 0 '60 


GS TO HOSPITAL OR ATTENDING PHY: 
a 


=p 
~ 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND {} 1 | 9) R 
o 


i809 CERTIFICATE OF DEATH 


1 


+ o£ 
S 3 = in ae OF tpt 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
e £3 0. COUNT KAUR 9. STATE M b. COUNTY s 
£ Pe b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
2 S RURAL ond give nearest town) 
oss Sykesville mos .19days Baldwin oye 
2 22 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ea oes OR INSTITUTION ON A FARM? 
g Bg O70 ield State Hospital None ves [ NogH 
2 £6 . NAME OF First Middle tost 4. DATE Month Doy Yeor 
3H. DECEASED 4 i OF 
28% (Type or print William Elihu Carlton DEATH February 4h, 1960 
2 See 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (ser UNDER Liaw ease: 24 HRS. 
2 6 * jonths Min, 
Syd Malle White wivowen BR] —ivorceo} | October 25, 1881] 78m. iia Soap 
ea ¢ 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g3s during most of working life, even if retired) 
zee Carpenter i North Carolina U,S,A. 
of ~ 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
“4 I 
= John Carlton Camelia Green 
= 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yen, no, of unknown) {It yes, give wor or dates of service) 
_lNo | = 21.9-03=-2556 | Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}.} 


PART |. DEATH MEDIA Cause o_AYteriosclerotic heart disease. 


INTERVAL BETWEEN 
one AND DEATH 
ears 


Then pleose remoy, 


the Stote Boord af Health prior to buriol, cremotian, ar remavol, and in ony event, 


of ae a, pa DUE TO 

Candies. tory, whieh Fe Coronary arteriosclerosis Years 
sere Gh notng Me naaee? OUETO. Old and recent myocardial infarct in left Months & 
lying couse last. (e ventricle wall * 


SIGERN: The low requires thot the deoth certificote be executed withi 


ce 
8 
] 3 ray Il, OTHER BCH CART coe ov Thus To ies BUT NOT RELATED JQ JHE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
gS x, |2| C.B.5.assoc.w cereor erosis Wi psycnotic reactione PERFORMED? 
na Lal vex] No 
= (20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= & [OR CONTRIBUTING CO) CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (State) 
3 Hour o. m. \ foctory. street, office bldg., etc.) ! 
= Pom. H 


21.1 certify that (I) (this haspital) attended the deceased fromSeptember 1559 59, tobebruary_! a 1960_, that (I) (we) last 
saw the deceased alive an. O05. 35... 19.60 and that death accurred at 323M, ABin the causes and an the date stated above. 


220. SIGNATURE Bh Ah. x 7b. DATE 


ATTENDING MED. STAFF IGNED 
M.D. | PHYS. DIRECTOR PHYS. O& 2/) 165 
22c. PHYSICIAN'S 
Ellis &. Margo 


22d. ADDRESS 
NAME (Type) 
230. BURIAL, ee 23b, DATE THEREOF 


Sprinefield Hospital, Sykesville, Md. 
i aA 


, MeDs 
23c. NAME OF CEMETERY OR CREMATORY 


Le Crorcke tds Vpn: 


. LOCATION (City, town, of county) (Stote) 


poge 3 shauld be detoched for use os the burial-tronsit permit. 


may be retained by the hospitol or ce) 
© FUNERAL DIRECTOR: After this cermmcote has been signed by the ottending physicio: 


ZS TO HOSPITAL OR ATTENDING PHY: 


= 24. €UNERAL DIRECTOR'S SIGNATURE _, A 7 RQDRESS ————___ 250/REC’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
mova ZZE Z BA Z2 Lf s Vig [lao L’e, if ,\oate FEB 8 60 Culbnn £ Frou 
€ 
Y 


al 


eo ofter death. Page 4 


te has been signed by the attending physician and campletely filled in by the funerol director, 
i Poges 1 and 2 should be-filed, with 


carbon papers. 


Then pleaserem 


‘onsit permit. 


=, 
z 
2 
2 
5 
3 
8 
2 
3 
° 
8 
2 
3 
= 
5 
8 
€ 
5 
8 
vo 
8 
3 
3 
= 
s 
= 
or 
4 
3 
a 
© 
2 
= 


ing physician. 


( ¥ 


moy be retained by the haspital or 


TO HOSPITAL OR ATTENDING PHYS! 
TO FUNERAL DIRECTOR: After this c 


a 


ange 
ae 
=> 
2 
S 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () 1 "4 9 3) 


CERTIFICATE OF DEATH 
4819 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 


3. — reat MARYLAND p Maryle nd & COUNTY ont gomery 


b. CITY OR TOWN (If outside corporote limits, write A LENGTH OF STAY IN 15 c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


RURAL ond give nearest tawn) ‘ 
kesville mo, 7 days Takoma Park ee 


d. NAME OF HOSPITAL {If nat in haspital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON _A FARM? 


al. 403 Claybourne Avenue ves C1 NO fy 


NAN ioe Middle Lost 4. DATE Month Day Yeor 


eee odpnt ry Ellen Cahill Casey DEATH Februa 1__1960 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 


last birthday} [Months] Days | Hi Mil 
Female white wipowep &] owvorceoO] | August 21, 1863 iA jonths | Days | Hours in 


yrs. 


100, USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife = New York U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Michael Cahill Josephine Ryan 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 


{Yer, no, or unknown) {If yes, give war or dotes of rervice) 


= None Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS Y: 
‘ IMMEDIATE CAUSE io__Bilateral pneumonia days 


/ DUE TO 


So jus larl a SU w_arteriosclerotic cardiovascular disease years 


gave rise to immediate 
cavse (0), stoting the under. ( OVE TO 
lying cause fost. () 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}}19. WAS AUTOPSY 


C.B.S. assoc. with cerebral arteriosclerosis with psychotic reaction ve No 


20a. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part! or Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 9, m, While Not while foctory, street, office bldg... ete.) ! 
p.m. 19 lot work [7] at work f 


rane sid that (1) (this haspitol) ottended-Me deceosed from..JUNe 24. ___. 1999. toFebruary 21_, 1960, thot (I} (we) last 
sow the degeased alive on._ JAN» 3 9.60, ond thot death occurred at 82 3WAtedin the couses and an the date stated abave. 


ee cE “ oe BE 
ATTENDING MED. STAFF S' 
Paflbiesa/ | PHYS. ()_ birector PHYS. 2/1/60 


‘Zc. PHYSICIAN'S ‘22d. ADDRESS 


NAME (Tye) Rdmund Lusthaus, M.D. 


MEDICAL CERTIFICATION 


230. BURIAL, ceeeaie 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
RENWAL Gone 
2/4/60 Ft.Lincoln Cemeter Pr.Geo. Co., Maryland 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: Wa sh 2 i} 25a. REC'D BY REGISTRAR 2Sb, REGISTRAR’S SIGNATURE 
° 


he S.H.Hines Co.,2901 lth St. vate FEB 3°60 Coley oo Maes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
45 CERTIFICATE OF DEATH SE icoes 


1, PLACE OF DEATH 2. bad ates (Where deceased lived. If institution: Residence befare admission) 


. COUNT 
OONCARROLL mamnane | MAR AND "ON areRol. 
b. CITY OR TOWN (If outside corporote li i cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town) 
pe ‘and give nearest town) ae a ‘ 
SIKESU/LLE _ J 6WEEKS VI WETTER 


a. NAME OF HOSPITAL (If not i hospital give sweet addren id. STREET ADDRESS 1S RESIDENCE 
OR INST ‘ rE "“WQ0DBINE || ¢ © GNA PARE 
ves [} NO 


1y. |GoLDE AGE NURSINE » Mofge=~ ROBP| ES EVAN ST. 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
Ciyee or prim) ERO TAA COLWELL. DEATH FZ 7 1960 


S. SEX 6. COLOR OR RACE | 7. FS NEVER MARRIED [[] | 8: OATE OF BIRTH 9, Peed IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday} [Manths] Doys | Hours Min, 
FEL ALE \ Wht) JE \woown G—  oworceo ELF£/ 7/6. oe 
10a. USUAL ros of war Anke kind es work cs 10b. KIND OF BUSINESS OR INOUsTRYA (i. BIRTHPLACE (Stote or aes country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired! 
ZOSE- x — DOP B/N E, CURUL Ca elas 


13. FATHER'S NAME 14. MOTHER'S MAIDEN. RRS 


AMOHN P. MILLER MAR IP A- EBC l CE~ 


Tg, WAS DECEASED EVER IN U.S. ARMED FORCES? [1é, SOCIAL SECURITY NO. [17. INFORMANT Address 
an, oF enka NF yen, Give vor or dates oF verve 
2S me ig SURES, PST, S: hes MESTIAUME ZL. EA 
1B. CAUSE OF DEATH [Enter only ane cause per line for to), {b). ond (€).] eas TWEEN 
5 
PART I. DEATH AS CAUSED a at fh hr’ - VPéentutier Ated, at lee 
> 
/ 
“2 DUE TO >= le : : ; reas y 
Conditions, if any, which rn Mars Gilerbe, Oredoo-legcalsr oe ot pars 


gove rise to immediate 
case (0), stating the under- ( OVE TO 
lying couse lost. © 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART iy WAS AUTOPSY 


PERFORME 
yes [1] No 
20. ACCIDENT WAS UNDERLYING []__ } 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 16.) 
‘OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c, TIME OF INJURY Month, be Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F. {City or town) (County) (State) 
Haro, m. While. Not wile factory, street, affice bldg., etc.) } 
p.m. lot work (7) at work ' 


21. | certify (sl l attended the deceased fram: ALT erg D . 198s, that | last saw the deceased 


alive anz- bf Gs WhO, and that death occurred ots “A M, fram the causes and on the date stated abave. 
ADDRESS ey city or town, state) DATE SIGNED 


hours after deoth. Poge 4 
filled in by the funerol director, 


Poges 1 ond 2 should be file 


2 


Then please remove corbon popers. 


permit. 


the registror prior to buriol, cramotion, or removal, and in ony event within 72 hours Y death. 


te has been signed by the attending physicion ond completely 


ing physician. 


MEDICAL CERTIFICATION 
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the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours ofter death. 


may be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
TO FUNERAL DIRECTOR: @ 


VS ANS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12; 
Q CERTIFICATE OF DEATH in out ONE 


1, PLACE OF DEATH 2. mae sop ee (Where deceased lived. If institution: Residence before admission} 
. COU! 


9.8 : b. COUN a 
APP MARYLAND eV . "LA MB / ae) 


b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if aie corporote limits, write. aa ond give nearest town} 
RURAL ond give neorest town) 
/ [es 4 TIG/N STE R AI 


. NAME OF HOSPITAL (If not in hospitel, give street oddress} d. STREET ADDRESS, e. IS RESIDENCE 
OR INSTITUTION: ON A FARM? 


CENTER ST Me UCENT LA ST. wel yl 


3. NAME OF ss i Middl lost 4. DATE ve 
DECEASED Lene: Manth Day = 


OF 
(Type or print) 2} ADO 2 EE A 4b 2 OME, DEATH WA 192 d) 
5. SEX 6. COLOR OR RACE 17. MARRIED [7] NEVER MARRIED [7] | B. DA: BIRTH 9. AGE i FUNDER 1 YEAR| 1F UNDER 24 HRS. 


i Ah Ww Mt ITE wiooweo J) Divorced [] oi = pt 


109. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INOUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


HOUSE KEL PEL Ho IA MARY LALLA 


Va, ae, MAIDEN NAME 


v. :. ARMEO FORCES? |, 


or or dates of wel 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Conditions, if ony, 
gove rise to immediote 
cause (a), stoting the under- 
lying cause lost, 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. was auTORSY 
ME 
ves] NO 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! of item 1B.) 
OR CONTRIBUTING DJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, pres he (City oF town) (County) (Stote) 
Hour 0. m. While __ Not while foctory, street, office bldg., 
jat work [J ot work ["] 

21.4 a that ea the i from._! OWA, | toy : nl cae eee | last saw the deceased 
alive on_. ‘h [it O... and that de@fh occurred at 2% Cy .-_ FAM, from the @huses and on the date stated above. 

Pe ADDRESS (Street, city or town, stote} A." TE SIGNED 
ACTUAL p Kerwehen 
SIGNATURE |_| OVA AIA i p2 QAA. A. MO. L. oe OR I se 
puysician’s “UY : 
mas Or FEcese \A 

eee eS SSS s= 
[226. BURIAL, CREMATION, | 2b. DATE BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATOR if na jote) 
IB BS ICOYAL (Specify) B, 
MRETHLEA Ib GE b 
RY a RA 24a. REC'D BY REGISTRAR’ | 24b.'REGISTRAR'S SIGNATURE 
B16" 

qua tortg Z LALO AL, B D& | oare FE be Cnthud £ Foire 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1y 01892 
4 CERTIFICATE OF DEATH Reape tas 
= ’ 1. PLACE OF DEATH 2: ba perce (Where deceased lived. IF institution: Residence before admission) 
! 2. COUNTY 
3 : MARYLAND b. COUNTY 2 


b. CITY OR TOWN {IF outside carporate limits, write 
RURAL ond give nearest town) 


c, LENGTH OF STAY IN 1b c. CITY OR TOWN 3 oul ty corporote limits, write RURAL ond give nearest town) 


factory, street, office bldg., etc.) ! 
t 


Hour a. m. While Not while 


jot wark [[] of work 


at! 


Ww 


21.1 corte thet ot tae ttended the deceased fram__S Sv "4 ___, W227 Feb , 120 that | last saw the deceased 


_., and that death accurred at__ ‘& SMB rom the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


ed by the haspit: 


page 3 shauld be detached far use as the burial-transit permit. 


pe i 
e 2 
eo 
© 
3 5 z E. val | Aa 
2 22 d. NAME OF HOSPITAL (If nat in hospital, give street address) G, STREET “ADDRESS e. s RESIDENCE 
eS ae ye OR INSTITUTION NA FARM? 
oso S445 eo No [} 
5 
2 = 5 3. NAME OF First Middle lost 4. DATE Month Doy ve 
oOo” a 
54 (ype or prin) «= Arehure Douglas Cutts Deata Febr’. 6th 19 60 
3 
& oe 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH AGE (in yooh IC UNDER LYEAR( IE UNDER 24H 
3 M W F: 886 y mnths] Doys | Hours [ Min. 
5 DivORCED 
3 23 WIDOWED [] Fs] 3/17/1 8 yrs. | 
4 Ea 100. Moa OCCUPATION (Give kind of wark dane) 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
8S 2 Raw’ pe ofa ‘en jf retired) 
ge] reas.’ Spt UsSeA 
4 a 3 Ss 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
gee James Cutts Mary E.Wheeler 
8 ¢ 
= = 33 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= aes (Yet, na, of “) (IF yes, give_wor or dates of service) x R ary £ 5 fi St. m4 H ital 
& pfs | ecords of Springfield State Hos 
une ire P: P 
oS FB 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 
3B 205 PART |. DEATH WAS CAUSED BY: fe} Occlusi minates 
2 2 ae I IMMEDIATE CAUSE (a) oronazy eiusioen MLIMTUTES 
5 fe? ae nf DUE TO 
> ry 
eSanyes iS CBndilisinsifvonys whieh » __ Generalized arteriosclerosis 
o B3Es gove tise to immediote 
+= Sele couse {a), stoting the under- ( DUE TO 
o g3 z lying couse last, te) 
F3 ig 3 z 5 Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(0)|19. eee 
fants see 6 CONTRIBUTING TO DEATH. 
eas 3 \s Chronic alcoholism, Korsakow ,s ves] Nol] 
2 Q 
eooas & [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 18.) 
i & [OR CONTRIBUTING [1 CAUSE OF DEATH 
y ray | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a = =) eS See eee 
x ‘ 5 rel 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town! (Count; (State! 
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TO HOSPITAL OR ATTENDING PHY! 


2 PHYSICIAN'S |» 
2 SST kee Ny a, pe ee a ae ee a 
rd 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or caunty) (Stote) 
e Oakwood Cemetery Falls Jinginia 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS We sh sD.€. Qua. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ANS The S.H.Hines Co.,2901 1th St. N2W: panFEB 9°60 Onthun f Hiasat 
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age 5 may be retained for your files. 


ive Pages 1, 2, and 3 to the funeral director. Page 
wilpig,74 hours after death. 


event, 


: This certificate should be executed within 24 hours after so... delay is necessary, 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM, 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File 
or its designated agent, prior to burial, cremation, or removal, and in any 


please execute the certificate, writing the word “pending” in pencil in ltem 18. 


TO DEPUTY MEDICAL E: 


aN 


YS. AISME 


5M 7/59 \w\* 
v 


N 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH nt RO2 
- = 


/1. PLACE OF DEATH oO | 2. USUAL RESIDENCE (Where daceesed Ted If institution: Residence ro = oa] 
e. COUNTY a. STATE b. COUNTY Y 


Caroll MARYLAND __ Maryland Caroll 


b. CITY OR TOWN (it outsida corporate limits, ¢. LENGTH OF STAY IN Ib " e. CITY OR TOWN (If outside corporate limits, writa RURAL end give neerest town), 
wrila RURAL and give neerest town) , 
Js Middleburg ‘eo x Middleburg é, - 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) ye ‘STREET ADDRESS ’@, IS RESIDENCE 
ON A FARM? 
yes {_] No 
3. NAME OF es Middle “Last | 4 oe Month Day “Yoor 
DECEASED 
T: int) 
pa ivaroceent) Sherry Anne sd Demon | Barn February 27 19960 
5. SEX 6. COLOR OR RACE|7, maRrieD LU] Never MARRIED 8. DATE OF BIRTH . AGE (In years ua UNDER 1 YEAR| IF UNDER 24 HRS. 
last Stet = Deys | Hours | Min. 
female White wipoweD [_] DIVORCED —_yn. 


‘Ida, USUAL OCCUPATION (Give kind of work 
done during mos! of working life, evan if retirad) 


/13. FATHER:S NA\ 


10b. KIND OF BUSINESS eis onsiges foreign Sse 4 CITIZEN OF WHAT COUNTRY? 
14. MOTHER'S MAIDEN, 9 Mo : Sa, Le: C. 


| 16. SOCIAL SECURITY * 17, INFORMANT f “Address 


15. WAS DECPASED EVER IN U.S. ARMED FORCES? 
(Yer, no, or ukkown) | {If yasgive werordalesof service) 


"AW BETWEEN 
ET AND DEATH 


| 18. CAUSE OF DEATH [Enter only ona cause per line for (e), (b), end (c).) 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) Pneunonia 


493% DUE TO 


Conditions, it any, which {b) 
gave rise !o immedieta couse 
(a), steling the underlying 


DUE TO | 
te). 


a PART li. OTHER SIGNIFICANT ‘CONDIT ONS “CONTRIBUTING TO DE DEATH BUT | NOT RELATED | TOTH THE | TERMINAL DISEASE CONDITION GIVEN IN PART 1 He)! W. WAS AS AUTOPSY _ 
: ain aes PERFORMED? 
Qe 

Glee. Dy hl an aa | ves ENOL] 

& | 20n. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED, (Enter nelura of injury In Part | or Pert Il of Item 1B,) 

| PRIMARY [1] or CONTRIBUTING [) 

& | CAUSE OF DEATH. | 

5 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 204. (City or town) (County) (Siete) 

ral Hour a.m. While Not While | faciory, street, bidg., etc.) | 

g 9 ‘at work [ ] at work [_] | 


a 
21. I certify that | took charge of the remains described above, held an Autopsy [. Inspection eu Inquiry iz" and in my opinion 


death resulted from: Natural causes fx}. jent ims Suicide (Fat Homicide C1 Undetermined manner ia) 
OL CHIEF MEDICAL EXAMINER [“] 
(CA DATE SI 
7p acd S , mp, ASSISTANT MEDICAL EXAMINER TE SIGNED 
Be DEPUTY MEDICAL EXAMINER [_] 2/28/60 
4 NAME Te), Charles S. Petty _ Addrass (Streat, city, town, or county) 
72e. BURIAL 220. BURIAL, CREMATION,| 22b. DATE THEREOF 7” | 22¢,-WAME OF CEMETERY OR CREMATORY 22d. pom (Chy, town, or country) (Stata) 
OVAL ISpoct yi 
Ke Pik see LL iAMfta- G oy, 
23, FUNERAL DIRECTOR ADDRES D BY Lee 24b. REGISTRAR'S AAGNATU 
£ Pirythe. > fetal 
OVVVY 


DATE MAR 2 '60 Cnthwn ff, Ponsa 


vacua 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04 804 
1814 CERTIFICATE OF DEATH Reg. Dist. No. 


th Lio CEPA 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
0. COU Cartel marviann || “59 PTE Abed b. COUNTY 4“ ursat ih 


b. CITY OR TOWN (If outside athe limits, write | c. LENGTH OF STAY IN Ib i rote limits, write RURAL ond give nearest town) 


‘AL, on uf town 2 VaR 


d. NAME OF HOSPITAL (If not afrPospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
fe} STITUTION: ‘ON A FARI 


“Pi hrery re) Nopy 
fantn GEoRCE — HW -  pyews leg 29 veg 


S. SEX 6. COLOROR RACE |7. MARRIED (L] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors 


'@r ofter death. Page 4 


icjan ond completely filled in by the funeral director, 


mave carban papers. Pages | and 2 shauld be 


Bs birthdoy) 
wipowen [iq DivorceD (] - Zz. yrs. 


; Racial 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of/workingllife, even if retired) wit S$ A 
7 w 
13, FATHER'S. NAME pelt I" MOTHER'S MAIDEN on 


1S. WAS DECEASED EVE . S$. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] ERVAL BETWEEN 


. SET AND DEATH 
PART I. DEATH WAS CAUSED BY: = " =. f . 
MASS, Ss NBVE Rin scle Qosis 
ay | DUE TO ree 
iss, litganiyenwhich, ww ¢ WRo fie Yh tees aAgditts 
gove rise to immediote 
couse (0), stoting the under. ¢ DUE TO 
lying couse lost. © 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. bee 


ves no 


© death. 


} 


The law requires that the death certificate be executed wit 


ing physician. 
has been signed by the attending 


20a, ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. {City of town) (County) {Stote) 
Hour o. While Not while foctory, street, office bldg., etc.) | 
p. 19 fot work (] ot work [] ' 


21. | certify that | attended the deceased from _E , 19499, to LER AD___., 19lcd that | lost saw the deceased 


ifs 
alive oe Om Wwlod_, and that death accurred at‘1___ JAM, from the causes and on the date stated abave. 
y ADDRESS (Street, city or town, stote) DATE SIGNED 


SUA ino A, Ler7wo \wwron. Bard 


NAME [tech Thomas H. Lege, M.D.( Union Bridgé, 


To. TEE Cay ON. 22b. DATE THEREOF Me. E OF CEMETERY,OR CRE RY Z2gy LOCATION (City, town, of coynty) {Stote) 
REMOVAL (Speq =_ 
ddr 224 ~-b—-be A ZZED 


23. ERAL DIRECTOR'S Si arORE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
¥i) 
—Har ed 4} v4 pare FEB 26°60 Outhun & Fane 
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may be retained by the haspital ar 
TO FUNERAL DIRECTOR: After this c: 


TO HOSPITAL OR ATTENDING PHYS; 
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Bs 
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2a 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 
9 CERTIFICATE OF DEATH ane 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmisson) 
a couNTY Carroll MARYLAND ee Pe b. COUNTY York 


b. ral hrt TOWN (/f pu corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
Ul ‘s _ 
paesire’ l. Wks York -Rural 7 
f 
d, NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION RD ON A FARM?, 
ves [] NO 


3. NAME OF First Middle Los 4. DATE Month Doy Year 
(Type or print) Martha Coulson Dohm DEATH Feb, 25 19 60 
5. SEX ry eg RACE 7. MARRIED [A] NEVER MARRIED [] | 8. ao = ep 9. Sines (FUNDER a TE UNDER 2H 
wioowed (] DivoRCED [} yrs. a 
Wa. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
| Sévieny retediee "Op? | Clothing Mép. Hanover, Pa. U. S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME ; 


Roy Coulson Mary Bair 


shee: violin pies. u. $s. GS 16. SOCIAL SECURITY NO. ]17. INFORMANT iP eyno OAaHreg | nd re 
‘No m gavecevowrr='118 3-18-7649 George J. Dohm York RD#8, Pa. 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 
i IMMEDIATE CAUSE (0) 


[Du 0 DUE TO 


Conditions, if ony, which r 
gove rise to immediate 

couse (a), stoting the under. ( DUETO 
lying couse lost. (¢ 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. RASTA 
; yes] No 
200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port li of item 1B.) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20f, (City or town) (County) (Stotey 
Hour 0. f. While __ Not while factory, street, office bldg., etc.) | 
p.m. 1 lat work (J at work ' J 


21. | certify that | attended the deceased from.___..&/// (20, 19. pte 1 that | last saw the deceased 


alive on... 2/AF @____, \2_______, and that deoth occurred ot __Z__M, fram the causes and on the date stated abave. 
ADDRESS (Street, city oF town, state) DATE SIGNED 


Mitte 270 E, Rekntrer no Phen bevndaes., .2-lnslboo 


PHYSICIAN'S 


[a a ee eS ee eee A 


Zo. feeew CREMATION, ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) {State} 
Buti] 2-28-1960 | York Ra, Cemete Hanover, Pa, 

23. FUNERAL DIRECTOR'S SIGNATUT p ‘24b, REGISTRAR’S SIGNATURE 

Ba $ Crthug £ Fiasae, 
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jer death: Poge 4 
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ed in by the funerol director, 
Pages | and 2 shauld be filed with 


hes hours off: 
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ass 


Then please remove carbon papers. 


}: The low requires thot the deoth certificate be executed will 


ing physician. 
ate hos been signed by the attending physician ond completely 
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poge 3 should be detoched for use as the buriol-iransit permit. 
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moy be retained by the haspitol or 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
TO FUNERAL DIRECTOR: After this ¢! 


add 


ed in by the funeral director, 
Pages 1 and 2 shauld be filed with 


@ hours after death. Page 4 


Then pleose remove corban popers. 
or remayal, and in ony event, within 72 hours after death. 


-transit permit. 
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te has been signed by the attending physicion and completely 


jing physician. 


N: 


o 


TO FUNERAL DIRECTOR: After this cert: 
the State Board af Health priar to burial, cremation, 


poge 3 shauld be detached for use as the buriol- 


TO HOSPITAL OR ATTENDING PHY: 
moy be retained by the haspital or 


ae 


: a 


MARYLAND STATE DEPARTMENT OF HEALTH — 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (’ i 8 4 6 


, CERTIFICATE OF DEATH 


~ PLACE OF DEATH 2, USUAL SOENGE | (Whgre deceased lived. If institution; Residence before odmjssion) 
aC oie. RRS a. STAI ees) b. COUNTY /f A 
id y) 


write ., Bz OF aio c. CITY OR TOWN (If autsidg’carporgte limits, write RURAL and give neorest tawn) 
lpthecdlle : 


& NAME QF HOSPITAL {if/nat in hospital, give street LJ d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION A ON, A FARM? 
Private home yes fa No 1] 


= 


NAME OF 


4.100. ee OCCUPATION (Giye kind af work dane} 10b. KIND OF BUSINESS OR INDU! 


1 


pee 


tmnt Ayre APDEEL Gees “ten off, fg ed 


g |6- COLOR 2 ey 7. MARRIED C] NEVER MARRIED [] | 8. DATE OF yar 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthday} [Months] Days | Haurs | Min. 
Pee =e bivorceD [J Yds d We ts oe - yrs 
Y|17. BIRTHP 


CE Soo or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
ripig mast af warking \jfe, even if retired) o% 


Ce, cae : BW iSe 5 


FATHER’S NAME 14, OP Esa NAME 


1s. 


Tas, no, oF unknow I" yes, give wor or dates of servi 


WAS. Ler EVER Mis U.S, ARMED fe 16. Keep NO. Address, 


MEDICAL CERTIFICATION, 


aca ik Zed, 


18. CAUSE OF _ 2 ee annly ane couse per ling far (0). (b}, and (c) INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a} 


DUE TO. 


Canditions, if any, which (o 
gove rise ta immediate 
cause (0), stating the under- 
lying cause last. 


Parr I. meron — ‘ONTRIBUTI BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
nS yes [] NO 


200. ACCIDENT WAS UNDERLYING 11 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il af item 18.) 


DUE TO. 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Hame, fet es (City or tawn) (Caunty) (State) 
Hour a. m. While Not while factary, street, affice bldg., 
p.m, 19 lat wark [) ot wark 


21.1 certify that (I) (this HospratTat tended the deceosed from.__, 4 aoe (a we, thot (1) (we}tast 


saw the deceosed olive on Jan. 6. 2] and that death urred of FM, tho the causes and on the date stoted above. 


22a. SIGNATURE i€ 22b. DATE 
i SIGNED 
Sk oe Like ¢. ey mo. ATEN? 0 9 STAR fo yA. (7, Ops 


DIRECTOR 
: ; 
me aS San Okutm aw 


230. BURIAL, CREMATION, | 23b, DATE THEREOF Dl NAME OF SEMETERY OR yee L 23d. 0 Pu (City, tawn, ar county) 


Dwi |= We Lit beieseas) 


ani 2 
Bed) SIGNATU) a “yf 250. REC'D BY mine 25b, REGISTRAR’S SIGNATURE 
te DATEFER 2 2 '60 


atl ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 AP esr 
i79S$ — CERTIFICATE OF DEATH ae 87 


Se 


ns, if ony, which 
gove rise to immediate 
cote (0), stoting the under. ( OVETO 
lying couse lost. © 


ires 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. Rds ara 


ves] NO 


ing physicion. 


~~ we Reg. Dist. No. 
See? 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 8 a. COUNTY a. ST b. COUNTY. 
* say Carro MARYLAND ffaryland Carroll 
= ° 5 nd b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 sf RURAL ond give neorest town) ’ 
oo Westminster 9 yrs. /Westminster, Md. 
= a 2 de. SN IRET AR IOHe (}f not in hospital, give street address) i] d. STREET ADDRESS: . Ps GH | 
Mat 4 4 
es a 69 W, Main, St 169 W. Main, St. ves} no@) 
2 = 5 3. NAME OF Fint Middle lost 4. DATE Manth Doy Yeor 
r 3 (yee er erin) CLIFFORD v. ESWORTHY oenfebruar 1, 1960 
= >e $. SEX 6. COLOR OR RACE [7. MARRIED E> NEVER MARRIED Gp | 8. DATE OF BIRTH 9. AGE (ln aa iF UNDER zs HRS 
= ionths Q 
2 3. \.|Male White wiooweo [J _—sooworceoQ) | February 10,191 oo. Wes oe ad. ui 
£ 8. if j] 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 33s } J} during most of working life, even if retired) aes 
3 Bes Route Salesman CarrolluDist. | Maryland U.S.A. 
ene 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 98 
B Be James Howard Esworth Margaret Helen Black 
2 £3 TS, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
> a E {Yes 00, oF unknown) (NE yes, give wor or dates of service) 
cae Yes WW, ) 215-26-1503 Mrs, Ella M, Me Cormick, Same 
ae 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (c). " INTERVAL, BETWEEN 
$ 2a PART I, DEATH WAS CAUSED BY: 2 nee ane eae 
£ 4 & | IMMEDIATE CAUSE (6] ET ge Rhea SA uetielt 
ess f DUE TO 
25 

3 

2 

2 

© 

$ 

3 

2 

° 

° 


200. ACCIDENT WAS UNDERLYING C] 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 9. m. While Not while factory, street, office bldg., etc.) } 
p.m. 19 lot work [J at work [] t 


21. | certify that | attended the ce ge aaeeees WZ, to fh. f__., Wleaithat ost saw the deceosed 
alive an__, ter 4G, WERE ©, and that death accurred at__._ 72.M, fram the causes and an the date stated abave. 


¢ S + re treet, city or town, state) YATE SIGNED 
AeA une Ie tee dy ae 1 ee aes 1/086 Poses. Ce— afr o' 


wT he ae iy fH 


Ge. 
—— 
scans acute... eae 


a ath! DAM ES 


220. BURIAL, Cea 2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) {State) ; 
Burrar’” |Feb.4,1960 Locust Grove Cemetery Frederick, Co. Marylarfi 


poge 3 should be detoched far use os the burial-transit permit. 


MEDICAL CERTIFICATION 


the registrar prior to buriol, cremation, or removal, ond in ony event within 72 hours ofter 


O HOSPITAL OR ATTENDING PHYSICIAN: The low requi 


moy be retoined by the hospitol 
TO FUNERAL DIRECTOR: After this 


. 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
N ry x g 
wsaisia C. M. Waltz Winfiela, Maryland cate FER 4 = '60 Clutton £ Kau 


@ haurs ofter death. Page 4 


Pages 1 and 2 shau! 


Then please remave carbon papers. 
in ony event within 72 haurs after death. 


‘3 
iz 
3 
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The law requires that the death certificate be executed wit! 


ing physician. 
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, crematian, ar remaval, ani 


poge 3 should be detached for use as the burial-tran: 


the registrar prior ta buri 
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TO HOSPITAL OR ATTENDING PHY: 
may be retained by the haspital ar 


os 
go 
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bey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01858 
fond 4OU 
1 81 ¢ CERTIFICATE OF DEATH Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission] 


@. STATE b. COUNTY 
Maryland 
. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Vs eee OF DEATH 
@. COUNTY 
Carroll a gs 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 


Henryton (1,057 days Baltimore ZVOl 4 
d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS: . IS RESIDENCE 
OR INSTITUTION - ON A FARM? 
Henryton State Hospital 3447 Chessel Court ves] Nol] 
3. aed First Middle . lost 4 — Month Day Yeor 
(Type or print) Arthur Lee Faison DEATH February 10 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED FR] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors |IF UNDER 1 YEAR]IF UNDER 24 HRS. 
lost birthdey) [Months] Doys | Hours] Min. 
Male Negro _|wwowent} —_ovorceo] | 3-6-24 35 ys. 


10a. USUAL OCCUPATION (Give kind of work done! 
during most of working life, even if retired) 


None 
143. FATHER'S NAME 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


Farmville, N. C. 


14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 


Ue. S. Aw 


William Faison Unknown 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{Yes, 0, oF unknown} IF yet, give war or dates of service) E 
No 227-26-0680 Arthur Faison - Patient 


18. CAUSE OF DEATH [Enter only one cause per line for {0}, (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


Pam OOS SRW, __Cardiowaseular insufficiency 


00 ZK DUE TO | 


Conditions, if ony, which re Gor-Pulmonale 


gove rise to immediote | 


couse (0), stoting the under { PUETO 


lying couse lost. ey Far advanced bilateral pulmonary tbe. 
a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/ 19. ee aU 
ze ——<—- 
$ yes] No] 
= 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
te OR CONTRIBUTING [] CAUSE OF DEATH 
U |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
a Hour 0. m. While Not while foctory, street, office bldg. etc.) | 
a p.m. 19 Jot work [J ot work [J i 


21. | certify thot | attended the deceased from__Mar¢h 20 920 a February 1019 Shar | lost sow the deceosed 


OK, from the causes ond on the dote stoted obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ate Lar 1, Vere, fen G0. mo. _Henryton, Maryland 2-10-60 


Name (tyes) Dr. E. M. Maculans, Supt. Henryton State Hospital Henryton, Md. 


_, ond thot deoth occurred at_ 


7d. ee ae) yy : 
ISTRAR 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 


Sa, Bey, Ly [Plo WL PP 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
V qaq4 p 


racred, Ardy ped tat (wrk BA oATE_FEg 1560 


EC’D BY REGIST! 24b. REGISTRARS SIGNATURE 


Coithun £ Faint 


24a. 


y shasan( of EE 


> 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 8 (} 3) 
i & 


1818 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 4 2. USUAL Mesias (Where deceased lived. If institution: Residence before admission) 
9. COUNTY, 


tf MARYLAND et b. COUNTY / 7 
MEMAA ht 


b. CITY OR TOWN (If outside corporote limits, write LENGTH OF STAY IN 1b x tide corporat limits, write RURAL ond give nearest town) 
RURAL offd givesreorest tows) Q 


ope ip Ge 


ds EO OSPITAL {lf ner" in hospital, give street oddress) % e. 1S RESIDENCE 
Kx OR INSPTUTION ON A FARi 
ves TNO 


all 


with 


4, =. Yeor 


a Middle 
Rasen LAA" ALU TP Feats Ben “eh a aay, 
5. SEX 6. COLOR O} ~~ MARRIED [_] NEVER MARRIED [] | 8- ae OF le as i : 
venul, Logs WIDOWED pivorceo [] {ty 2 22 ke 4 Bias 
BI 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1). BIRTHPLACE (Stote or forgign country] 
“99 op of working lifegtydn if retired) eZ 
13. FATHER’: AME a WY yi, 7 14, MOTHER'S MAIDEN NAME 
Po his 
EV CBALL LLL EZ 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17, INFORMAN] , 


Yes, 10, or unknown) {It yes, give wor or dates of service) 
P —— os 


18. CAUSE OF DEATH [Enler only one couse per line for (0), (b). ond (c). INTERVAL BETWEEN 


= y 
PART |. DEATH WAS CAUSED BY: Ca l al, ade bach. ONSET AND DEATH 
IMMEDIATE CAUSE (0), 4, 
Y¥-20.0 DUE TO 


Conditions, if ony, which 
gove rise to immediote 


Pages 1 and 2 should filed. 


22 hayes ofter death. 


& hours after death. Page 4 


itt 


Then pleose remove corbon papers. 


couse {0}, stoting the under- o 
lying couse lost. Lirrrvnabrred fn meancntrat 3 “ 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEKTH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. O/AS AUTOPSY 


PERFORMED? 


yes] NOC] 


The taw requires thot the death certificate be executed wi 


jing physicion. 


200. ACCIDENT WAS UNDERLYING ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


© 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m, While Not while foctory, street, office bidg., etc. My 
p.m. 19 Jot work [] of work 


MEDICAL CERTIFICATION 
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21. | certify that (I) (this haspital} attended the deceased fram._____. 43 _S- ht ee, oe i 4a? _ 199 8 that (I) (we) lost 
saw the deceased alive an. 9 aaer_ 94d and that death accurred at #i30M, fram the bduses and an the date stated abave. 


V 22. DATE 
1 Y ATIENDING oe SIGNED 
bon AAS BAA M.D. | PHYS. DIRECTOR [) PHYS. B23 ) 


‘2c. PHYSIC! G: 


x WEED EY ter the 
= lg pe ol i y ia Zieh EZZ. Z; or Dd: ee 
&. 


page 3 shauld be detoched for use as the burial-transit permit. 
the State Board af Health priar to burial, cremation, ar removal, and in any event, withi 


may be retained by the hospitol or 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHY: 


Wy Sa. REC’D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 


7-| oat FER 9 ‘60 Cnthan £ Hansre 


=2 


4d 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10; 
94.4 CERTIFICATE OF DEATH (28 al) 


Reg. Dist. No. 
iE geht OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
Carroll maryanD || ° °°" Mary land BCOUNTY Carroll 


b. CITY OR EAN {If avtside ree limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 


~ 
S 
< 
: 
: RURAL pod ai neces om 
3 Se Rural, Westminster Life Rural, Westminster 
s £ d. SAME ort posal (IF not in hospital, give street oddress) d. STREET ADDRESS e. Bees 
5 “ X | we§ mster, R. D. 1 (Silver Run) lestminster, R. D. 1 (Siidver Run) | ve Gin 
5 
2 6 3. NAME OF First Middte lost 4. DATE Month Do Yeor 
5 Ss DECEASED = OF if 
Se 5 (Type or print) Enma Je Fitze beth §6February 23 1960 
aw. 8 5. SEX 6 COLOR OR RACE ]7. MARRIED] NEVER MARRIED [5] | ®. DATE OF BIRTH 9. AGE, (in yeom [IEUNDER YEAR| IF UNDER 74H, 
2 jst birthdoy} 
‘ Female White wioowep [it oivorceo(] | 8/15/1881 yrs. ai 
8 


10a. USUAL OCCUPATION Nea kind of work dane 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


Housewife-Housework In her own home | Carroli Co., Ma, UsSeAe 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Aineda, Durgoon 
Pe = I hae tbe mar 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No None Mrs. Charles A. Leppo, Westminster, Md. R.De1 


18. CAUSE OF DEATH [Enter only one couse p 


PART |, DEATH WAS CAUSED. 
IMMEDIATE CAUSE io 


INTERVAL BETWEEN 
ONSET AND DEATH 


1 line far {a), (b), ond (c)-] 


Then please remave car! 


quires that the death certificote be executed wit! 


ding physician. 
‘ote has been 


V I Lf x DUE TO. 
Conditions, if ony, which (b 
gave rise ta immediote 
cave (a), stating the under. ( OVE TO 
lying couse last. te) 


iL ree AUTOPSY 
REFORMED? 


Yes no Q 


Pant i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GtVEN IN PART I(a) 


ie ACCIDENT WAS UNDERLYING C]__ 206. DESCRIBE HOW INJURY OCCURRED. (Enter nolure af injury in Par Tar Por of Hem 18) 
OR CONTRIBUTING C} CAUSE OF Dt 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED —_]20e. PLACE OF INJURY (Home, form, 120, (City or tows) (County) (Stote) 
Hour a.m, While Not ie factory, street, office bidg., sel 
p.m. jot work [7] of wark 


21. 1 certify that | attended the deceased fram._!) SCS 192. - tole in, 33 1920 that 1 last saw the deceased 
ative an_. = OR 26.0_., and that death accurred at: the causes and an the date stated above. 


6) 


poge 3 should be detoched for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


DDRESS (Street, city or town, stote} DATE SIGNED 
ACTUAL 7 
SIGNATURI 


oe (2. WsKING ST. AITIZESTOWN 


Zao. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac, NAME OF CEMETERY OR CREMATORY Wad. LOCATION (City. town, or caunty) ao 

ee ee Silver Nun, Carroll Coo, Md, 
‘ADDRESS ‘2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Oy : tas Lf, Littlestown, Pae aS 8 25°60 Outhund £ Fain 


a Sige wo LB tine. Si. Lites gl Be 


the registrar prior to buriot, crematian, or remavol, and in any event within 72 hours oft, 


moy be retained by the hospital or 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow re 
TO FUNERAL DIRECTOR: After t! 


ga 
= 
So 
% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


f « 
1 4 
‘ CERTIFICATE OF DEATH (4821 
ane | 1999 CERTIFICATE gan 
S 3 3 1. PLACE feat 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
= 32 tree marviano ||” Maryland bre George's 
£ Be b. CITY OR TOWN (IF autside carporate limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest tawn) 
53 
& 8 RURAL and give nearest tawn) wey = 
° 3 Henryton 618 days Beltsville 1674.2 
= 32 d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d, STREET ADDRESS, e. IS RESIDENCE 
3° = ® ae OR INSTITUTION ON A FARM? 
Seek Henryton State Hospital 16 Odell Road ves Bt NOO] 
3 ce 
rs = ° 3. wae First Middle Lost 4. age Month Day Year 
& 23 (Type or print) William Gaither DEATH Feb. 5, 19 60 
a > S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 8 lost buthday) [Months] Days | Hours] Min, 
ames Male Negro — |winoweo divorce] | 3-13-1882 yrs. 
2 —E a Oa, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
vumie I~ during most af warking life, even if retired) 
Bowes Unknown Maryland Uy Se As 
is i 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© 88% 
8 gee Unknown Unknown 
& FO 3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= o & xs {Yes, no, or unknown) [IF yes, give wor of dates of service) F, 
Shs | Unknown Hospital Record - Pr. George's County, Md. 
g & 3 = 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
co ay PART I, DEATH WAS CAI Y: Fre 4 
2 o52 IMMESIATE CAUSE fo) Cardiovascular insufficiency, Assian Flu 
3 eee 00 2x DUE TO 
po Ss olan: 18 ‘poi scillee nf Far advanced bilateral pulmonary Tbe. 
3 3 : 9 gove rise to immediate, 1. 16 
s - : 
ry bas couse (0), stofing the under- ' ™ 
tehe® lying couse lost. Diabites Mellitus 
tee = ee © 
3 2] 4 5 * 4 Pant I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
o2aS5 Ouse as a PERFORMED? 
Fs : = 
2 <= 3 8 3 ves] Not] 
teagan: = |20c. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
Zoo zs @ [OR CONTRIBUTING L] CAUSE OF DEATH 
g 3 U [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
q & & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (State) 
$ 3 Bor f''o. ris thie Not while foctory, street, affice bidg., etc.) ¢ 
§ = p.m, ' lat wark [] ot work ' 
5 


21. 1 certify that | attended the deceased from__Mare174__, 19.58, to _Febe_5y =. ; 1960, that | last saw the deceased 
alive on___. be 1960 __, and that death accurred atO 


La RA, D. FY Roxy pana 


Om, fram the causes and an the date stated above. 
ADORESS (Street, city or lown, state) DATE SIGNED 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S. 
NAME (Type) 


3 Rot 22b. DATE THEREOF 2c. NAME OF CEMETERY OR-CREMATORY, 2 22d. LOCATION (City. tawn, ar caunty) {State} 
‘AL (Specity) -/0~60 Pe ees Chapel! we | Pf) 2 pte kk Var oe 


|, [23. FUNERAL DIRECTOR'S SIGNATURE 2a. f C'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
ai ’ 3 


1 60 Cotton £ Hiass 


poge 3 should be detoched for use os the buri 


moy be retained by the hospito! or 
the registrar prior ta burial 


TO FUNERAL DIRECTOR: After this cer’ 


TO HOSPITAL OR ATTENDING PHY: 


< 
a 


ee 


MARYLAND STATE DEPARTMENT OF HEALTH 


ey 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0) 1 QR a oO 
i 


aie CERTIFICATE OF DEATH 


os ues edt s = Sprde corks 4 {Where deceased lived. If institution: Residence before odm 
eh a. STAI b. COUNTY 
MARYLAND yr, 
Carroll __ Marvi.end City vs 


b. CITY OR TOWN (If outside corporate limits, write is LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neorest town) Atoat / 
Sykesville 2m8 days | Baltimore 22, Wd, __SV0li Gf 
d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS’ we. IS RESIDENCE 
OR INSTITUTION ; r A pase ON A FARM? 
Springfield State Hospital 1129 Pr antes Street ves) Nos] 
|. NAME OF First Middle Lost 4. DATE Day Year 
DECEASED 


OF 
(Type or print) James Gardiner DEATH 19 60 


. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Eq | 8. OATE OF BIRTH 9 AGE Un year IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male White wivoweo [] Divorced [] 3-25-88 yaa 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Laborer Maryland UsS eh. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Gardiner Catherine Lyons 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(Yes, na. oF unknown) (lf yes, give wor or dotes of service) 
| unkn 


no 
18, CAUSE OF DEATH [Enler only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: * ; ONSET AND DEATH 
hoy 2 ye IMMEDIATE CAUSE (0) Bilateral pulmonary Tuberculosis, far ia 


DUE TO 


filled in by the funerol director, 
Pages 1 ond 2 should be filed 


@ hours ofter death. Poge 4 


oF 


Then pleose remove corbon 


Conditions, if ony, which 1 
gove rise to immediote 
cause {0}, stating the under, ( OVE TO | 
lying couse last. te 


ryt OTHER Toit ie caret soae ONTRIBUTING JO DEATH BUT.NOT seek THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 19. WAS AUTOPSY 
C.BeSe ASSOC. W16D Geresrar artertose ere WL psycle reaction PERFORMED? 

late latent syphilis vs] no 
200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 


OR CONTRIBUTING O] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


IN: The low requires thot the deoth certificote be executed wii 
ng physicion. 


cote hos been signed by the ottending physicion ond completety 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. at wark [J of wark [7] t 


21. | certify that (1) (this haspital) attended the deceased fram. 11-27: 19.59.10... _, 19-60 that (1) (we) last 


saw t leceased alive an___ ba 19.60, and that death accurred af3.3__JM, fram the causes and an the date stated abave. 
220. INA TYRE 22b. DATE 
GI 


ATTENDING STAFF. 
.| PHYS. PHYS.20] 2 


e 


MEDICAL CERTIFICATION, 


MED. 
M.D DIRECTOR 


22c. PHYSICIAN'S, 22d. ADDRESS 


Nets) Edmund Lusthaus M.D. neti Sy tal, Sykesville, a 


230, BURIAL, CREMATION, | 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) {Stote) 


Bagisi” Feb. 9,1960| Cathedral Baltimore 


i 24, FU) ae RS SIGNAT ADDRESS . 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
y A phn /F/S Al Pealklnner foarte FEB 8 *60 Cuthin £ Hon, 


poge 3 should be detoched for use os the buriol-tronsit permit. 


moy be retained by the hospitol o 
TO FUNERAL DIRECTOR: After this cern 
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TO HOSPITAL OR ATTENDING PHY; 


sa 
aa 
=> 
La 
a 
bars 


e 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 fol 
1822 CERTIFICATE OF DEATH Cit 


Reg. Dist. No. 


4 
Ee 
ot 
‘SS 
~ 
ao 


$ 5 rl 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. /f institution: Residence before admission) 
COUNTY. ‘STATE 
iB. oO. b. COUNTY . f 
ge Se ? Carroll ee, Maryland Baltimore / 
3 2 b. fe es Bay {If outside eet limits, write jc. LENGTH OF STAY IN 1b c. CITY OR TOWN (lf outside corporote limits, write RURAL and give neorest town) 
‘ond give nearest town] Sot Boke 
2 $2 Henryton 973 days || Towson 2s : 
- ce d. NAME OF HOSPITAL [If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
‘3 we Oo (4) 2 OR INSTITUTION ON A FARM? 
a y Henryton State Hospital 307 Lennox Avenue ves [J NO 
2 6 . NAME OF First Middle Lost 4. DATE ji ‘Month Doy Year 
 ) 3 {Type oF prin! Calvin Wilmer Gardner beard February 10, 1960 
: 2 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE [in yeor if UNDER 1 YEAR] IF UNDER 24 HRS. 
oa mer Y] Months| Doys | Hox Mi 
Male Negro _|woowe tj _ovorceotg | June 10, 1915 es v5 eee 


Wo. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


fi during most of working life, even if retired) 
oo~ Laborer Whitehall, Maryland U. S. A, 
w 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
- George W. Gardner Annie M. Givens 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(fer, 10, oF unknown} {Il yes, give wor or dates of service} 
No | 216-01-422 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH MCAT case io, __ ar Advanced Bilateral Pulmonary Tuberculosis 


OOK BiciS with Cavitation right 


Calvin W. Gardner - Patient 


Then please remove carban papers. 


Conditions, if ony, which o 
gave rise to immediote 


The low requires thot the death certificate be executed with 


couse (0), stoting the under- ( DUE TO 
§ lying couse last. (). 
2 a Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1[o)|19. WAS AUTOFSY 
a - oo 
€ O s ves(] no 
2 = |200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
2 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
id Ql ee ee § ee eae ee 
& [20c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town] (County) (Stote) 
a Hour 0. m. ‘aie’. eh aut foctory, street, office bldg., etc.) | 
= p.m. 19 Jat work [J of work t 


21. | certify that | attended the deceased from PO that | last saw the deceased 


alive an ne _, and that death accurred at? 


2E'M, fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED. 
1g Ohare Ut Upears tury Hyg Henryton, Maryland 2-10-60 
l Nant tty, Dr. E. M. Maculans, Supt. Henryton State Hospital, Henryton, Md. 


the registror prior to buriol, cremation, ar remaval, and in any event within 72 haurs 


page 3 should be detached far use as the burial-transit permit. 


may be retained by the hospital or 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funeral dir 


TO HOSPITAL OR ATTENDING PHY: 


Ro. BURIAL CREMATION! ‘226. DATE THEREOF . NAME OF CEMETERY-QR CREMATOR 72d. LOCATION {City, town, or county) tate) 
specify > 5 
—=—— ie 2 OE” Cra Lirwex, y 
23, FUYERAL DIRECTOR'S SIGNATURE ADORESS REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGHATURE 
| 
5 


ave A Lead MY ely Jb z EB 1 8°60 


wii id Trae 


MARYLAND STATE DEPARTMENT OF HEALTH | 


] a DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (t 1 Q i 4 
OQ 
106 CERTIFICATE OF DEATH 
= _ i 
& 22 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissign) 
2 r 3 °. eae REARRLAND 0. STATE b. COUNTY 
2 b. CITY OR TOWN [If outside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
g 34 RURAL and give neorest town) 3V0 ¥ 
ce ES esti pS p 0 aus B 8 € [. 2 
he = x r\ BY sO 4 gays ie} More Pwd 
2 = 3 Qf d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. Be 
6 ec Oo} S OR INSTITUTION 610 Oldh St “ ee 2 
¢ 2 Springfield State Hospital am ree sno 
25 3. NAME OF First Middle Lost of DATE Month Dy Year 
® BA (iets) luigi - Giordano | A" February 23. 1966 
= aoe ‘S. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED. Oo 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 Hi 
3 ets lost birthdoy) [Months] Doys | Hours] Mi 
ot, arte Male White winowen [] oivorceo ff] | October 12, 1883 ye 
3 ea Pal 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g 838 during most of working life, even if retired) ‘ 
pees Construction Italy U.S.A. 
= 2 aa & 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
7 89-8 
Leave Unknown Unknown : 
= Bol 1s. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
S a 5 5 (Yes. no. or unknown} | (IF yes, give wor or dates of service) 
Sua Pe re No = None ringfield Hospital records 
3 & 8 S 18. CAUSE OF DEATH [Enter only one cause per line for {0}, {b). and (c)-] INTERVAL BETWEEN 
a =a PART |. DEATH WAS CAUSED BY: + 
g 58 me MA MER DETER USE tal Arteriolar nephrosclerosis, Years. 
= ££5 Lf x DUE TO 
2 2% RO cit keac Mii 
ES Salis ney in sadicw #. 
3. BE E “ae (0), stating the under. ( CUETO 
Tome ying cause lost. el 
ate Bing. couse lest. 
z 2 3 $ = Fa Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN, PART I(o)|19. WAS AUTOPSY 
oS ie] C.B.S. assoc. with cerebral arteriosclerosis with psychotic reaction WOE Now 
2ao505 G ate aten sypn S 
= & g 5 
= ot 35 = 200. ACCIDENT WAS UNDERLYING L]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
23555 & J OR CONTRIBUTING [1] CAUSE OF DEATH] =) -) > 
@ = & |r eltHer, NOTIFY MEDICAL EXAMINER) | C)>/ SY, / 
wie a SS ee 
Ws os & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (Stote) 
3 ie ra a 6 Hour go.ta ‘ While Not while. factory, street, affice bldg., etc.) f 
fais = p.m. jot work [] at work [[] : 
e558 : : d 
Pa es a 21. | certify that (I) (this hospital) attended the deceased fromApril 1 _ 1958, ta February. 231 9.80, thar (!) (we) last 
£323 
a fs cies saw the deceased olive onFebruary._2a9_60 and that death accurred at 92 210A ihe the causes and an the date stated abave. 
G2e6 
e 35 3! e oi Bo G ATTENDING MED. STAFF Ke sign 
«pes ae. Lowy Ue. i M.D. | PHYS. Digector (1 PHys. Gt 2/2 (8) 
ots 28 } LY 22c. PRYZICIAN'S - 2d. ADDRESS 
425,35 NAME (Type) F 
ise Agustin del Campo Springfield State Wospital, Sykesville, Md. 
gt2Z52 2b, DATE THEREOF) = ; 
>5 8 REMOVAL {Spedify’ - a "4 
=x 3 =-, 
ofa ft Mattias |A- £5 -GO| 
ere F p J 


QR'S SIGNATURE 
ay 
ee SS eee ws WG 
s 


‘2Sb. negisraat’s ‘st 
Re ar 


ee 


NEBR SSS 
DATE 


=r 
= 


al 


hours ofter death: Page 4 
d in by the funeral director, 


Pages 1 ond 2 should be fj 


“\ 


r 


thot the deoth certificate be executed withig 
Then please remave carbon papers. 


ires 


The low requ 
jicion. 


te hos been signed by the attending physician and completely f 


ing physi 


@ 


TO FUNERAL DIRECTOR: After this cet 


the registror prior to burial, cremation, or removal, and in any event within 72 hours of 


page 3 should be detached for use os the burial-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the hospital or 


VS A15 (4) 
15M 10/57 


1 13. FATHER'S NAME’ 


4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 g tr 
1824 CERTIFICATE OF DEATH ata tee te 


my USE AE Reatanae (Where lived. If institution: Residence before admissi: 


QHED: MARYLAND a b. COUNTY /77) to 


b. city OR TOWN {if outside corporote ny ite | ¢. LENGTH OF STAY IN Ib OR TOWN 4if ounide ote limits, — RAL ond give nearest town) 


1, PLACE OF DEATH tf) 
9. COUNTY 


URAL ond give neores|town| Z 
Ngetap. freppiavel ee! ae 
4. NAME OF HOSPITAL (iF not in hospitol, give street oddress) 7” é @. 15 RESIDENCE 
K OR INSTJTYTIO ON A FARM? 
Sd Ze y yes [] NOS 
> NBME 4 Middle = 4 DATE phone Dey —_‘Yeor 
ype or prin) JAG WAL L) can 4, AY za Ps 19 G oC 


5. SEX ? 6. COLOR OR RACE | 7. 8. DATE OF 8I1RTH 9. AGE (fh 
i MARRIED ‘fal NEVER MARRIED oO) 7 ° 2 teks ieneor 

AF a WIDOWED'Sg pivorceo [] Z f C2 af 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF pti OR INDSTRY iy ‘BIRTHPLACE (Stole or foreign oo! 
duripg/ mest of working lifezeyén if ret A 

Fem 
Me 14, MOTHER'S MAIDEN AME 
yy, . y 

= Pt ead Lond- aber 


1S. WAS/DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT 


(Ye voknown) we ve wor or dates of service) gh f7 UL 
"a oc = vhost liek, Hoh op Lhe, Gf - 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c) ] v b INTERVAL BETWEEN. 


mite earns WAS SAUER a, HYPERTENSIVE CARDIOVASCULAR DISEASE ee yrs” 
; ) Ruz : : 
Conditions, if ony, which ty _ARTERIOSCLEROTIC HEART DISEASE 


gove rise to immediote DUE TO 
| SENILE CHANGES 


CLA: 


25 yrs 


couse (0). stoting the under- 
lying couse lost. 


at Parr Il. OTHER SIGNIFICANT Sean CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} |19. AS AUTOPSY 
oO —_ MI 
: yes] nom 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) {County) {Stote) 
Hour 9. m. White Not while foctory, street, office bldg., etc. 
p.m, W lot work [} ot work [J] ' 


21. | certify thot | ottended the deceased frome G SD Lw ale eae, 10.20 February, 1920 __thot | lost sow the deceased 


alive on_19_ February. _ 1260.____, and that death accurred at._7330AM, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Mo. heiph iecaritmen a eh a -_.2/20/60. 
Maryland. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURE. 


Td. LOCATION (City. town, ff 5 Dy, 
Ce BEE Lo Gat 
Vj ‘240. REC'D BY REGISTRAR ‘Dab. REGISTRARS SIGNATURE 


> 


v 


77\ ove FEB 2 9°60 Cntlun £, é 


at 


ath 


i 


% 


ilted in by the funeral director, 
1 and 2 should be fil 


eo after death: Page 4 
- 


Letel: 
s. Pal 
at 


on 
‘ 


Then please remove carbon pa} 


: The flaw requires that the death certificate be executed wi 


@ 


ing physician. 
Bie has been signed by the attending physician and c 


is cel 


After thi: 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours after deat! 


page 3 should be detached for use as the burial-transit permit. 


may be retained by the hospital or 


Zz 
4 

S 
Fa 
Fa 
=x 
= 
rr) 
Z 
i=} 
z 
a 
# 
5 
q 
ms 
° 
m7 
dq 
si 
= 
& 
fe) 
=x 
° 
4 


VS AI5 (4) 
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TO FUNERAL DIRECTOR: 


Qo 


ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Qi 
1825 CERTIFICATE OF DEATH 02816 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUN wakviaeee 9, STATE y b. COUNTY 9 oe 
Ah wet x MUD IZLE Fe 3 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR AOWN (If outide corporote limits, write RURAL ond give nearest town) 
RURAL ond give neares! lown) 4 f 
vy ad on frr10le le Yrs. dhir, ~ eee. bashes 
d. NAME OF HOSPITAL (If not in hospitol, give,4lreet oddvess) _{f jd. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
p= ves F}No [) 
3. NAME OF First Middle lost 4. DATE Month a 
DECEASED C. : 7 : ; OF v ey) 
(Type or print) ORA ‘ HA Ni A DEATH seh, ay wed 


ox eet 

5, SEX 4 COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] 18. OATE OF SIRTH AGE [in yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
— A lest birthday) [Months] Days | Hours] Min 
> WwW wivoweo [—}-—~ olvorceo 2) eptid3 C7 g oe 


10a. USUAL OCCUPATION. (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) 2 

i) G.¢ L M < 
e Cus uct LVI AITAS AAT AALA Opes 2 
j 14, MOTHER'S MAIDEN) NAME 
q ( Loge! 
Ora KV AAAA OLA RAM aN ob pace HALA ALV, 

1s. DECEASED EVER IN U.S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFOR NT 


(Yeu. Resor unknown] It yes! give wor or doies of service] “a ; he a 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} f] ’ 

t 
EASTILR DEATH AS aCe a CPi ee eres Raila nlite Maat Aicte aL 


SAK DUE TO 


“a ah, wh _ Rid AVG OL ALL, YY pe a, ha ee oe 


ise to immediate 


Con, 
gove 


couse (o}, stating the under. ( OVE 10 * 
lying couse lost. eRe Og 


a Paar Il. OTHER SIGNIFICANT ae CONTRIBUTING TO DEATH Bt 1OT RELATEDAO THE MINAL DISEASE CONDITION GIVEN IN PART 3{0)|19. ‘S AUTOPSY 

@ Kh on in Pinta . PERFORMED? 
alter we Qultace welevoais , ChehklThiawca YS) NO [3 
= 2a. ACCIDENT WAS Uf if RLYING () 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 

1 OR CONTRIBUTING (1) PAUSE ‘OF DEATH 

& [iF GFTHER, NOTIFY MEDICAL EXAMINER) 

o 20¢. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY tHome, form, 1 20f. (City or town) (County) (Slote) 

6 Hour 9. m. While Not while foctory, street, office bidg., etc.) | 

= p.m. 19 Jot work (1) of work i 


21. | certify thot attended the deceased fram. ye ee, SG, to Fob AY ___., 19fed2, that | last sow the deceased 


alive on__ Feil aE Sea ON Ons, and that death accurred oa ZAP __o, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


tht FE Asasbler, Hougeder no. 7a A arbeg Yar Hid Rlesloo. 
NAME tives: Be Ambler Thompson Wet i> 2 ele 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 7ic, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
REMOVA] (Specify) a/ - j f cet ‘ 
Rees =n LE Ma ned hesee tired TAlsasck 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Vasa. REC'D BY REGISTRAR | 24d. REGISTRAR'S sey URE 
iyveer Y 


we. Barter ELL IBA DAA Lie oate FEB 2 9 60 Onthan 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0} 1 § i 7 
Eas 


CERTIFICATE OF DEATH 
i yj}. Yaad OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


2 Carroll manrtano | ° STA hind and B coun _Balto.City 


b. CITY OR TOWN [IF outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ‘ond giye nearest town) 


Sykesville loyrs.lmos.25ilays_ Baltimore OLY 


d, NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Soringfield State Hospital ~ Park Ave. ves NOX) 
i was c. Bh ~ Middle lost [" ad Month Day Year 
eer pin Nathan Sharles Hammond DEATH February 8 19 60 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [ |8. DATE OF BIRTH 9. AGE lin yeors IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White WIDOWED [} pvorceof] | Aug. 10, 1875 fh ye. 


10a. USUAL OCCUPATION {Give kind of wark dane| 10b, pA BUSI OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af warking life, even if retired) 
Maryland oe ee ea oe 


—s 


eo after death. Page 4 


Pages 1 and 2 should be filed with 


ithin 72 hours after death. 


Selling chickens 


13, FATHER'S NAME (" MOTHER'S MAIDEN NAME 


Nathan Hammond Alice - 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. abe Address 
(Yas, no, or unknown) | {IE yes, give wor or dates of service) 


= é = Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c-] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: r . 
IMMEDIATE CAUSE (o)_ = ONChopnewmonia Days 


44/X DUE TO 
Conditiaas, if on}, which oy 


gove rise ta immediate 
couse (0), stoting the under- ( OVE TO 
lying couse los}. (c} 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “re ie AUTOPSY 


Then please remove carban papers. 


Se di is RFORMED? 
snile psychosis, simple deterioration. ves} NO 


: The law requires that the death certificate be executed wit! 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


eee 
20c. TIME OF INJURY Month, Boy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, } 20f. (City or tawn) (County) (State) 
Birdie: te While actual foctory, street, office bldg., ste) 
p.m. 19 [ot work (7) at work 
2.4 certify that (I) (this haspital) attended the deceased fram eg wi F toRebeB,. 1960, that (1) (we) last 
sow the deceased olive an.) bruary_ 819.60, and that death occurred Bt) LONEMFrom the causes and an the date stated above. 
220. SIGNATURE 22b.DATE 
f ATTENDING. MED. STAFF 
, be A uy 1S Cel 4 bx £2. M.D.|PHYS. 3] __ DIRECTOR PHYS. 2/9 }60 
22d. ADDRESS 


MEDICAL CERTIFICATION, 


Agustin « delCam, M.D. 


23a, BURIAL, Siete 23b, DATE THER! 23c. NAME OF pat 23d. LOCATION town, or county) (State) 
z 
Bae” \Ziisfoo \Rarlh ie BG. 
24, FUNERALD vai TOR'S SIG} sath) rE, 250. nei D ee tee 2Sb. REGISTRAR'S SSM PVelia 
ZZ) ft puch Leg: |e 


page 3 shauld be detached far use as the burial-transit permit. 
the State Board af Health priar ta burial, crematian, ar remaval, and in an’ 


may be retained by the haspital ar 
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TO HOSPITAL OR ATTENDING PHYS! 


as 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i 1827 CERTIFICATE OF DEATH mata (LOLS 


~ ge 
& 3 He yea, DEATH 2. usuat pesiormice (Where deceosed lived. If institution: Residence before admission) / 
Lae! es if b. COUNTY 
: a2 Mi Carroll eran, Maryland 
+= ° 38 b. CITY OR TOWN {If autside carporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporote limits, write RURAL and give nearest town) 
B 8 RURAL ond give nearest town) ’ 
ee Rural _- Sykesville 8mos 18da: Baltimore 2, Maryland Vo lin 
< 2 » d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
° = FS, ral i K OR INSTITUTION ON A FARM? 
ae PRINGFTALD STATE HOSPITA 1822 North Charles Street ves (]_NO Bg 
zg 
2 53 5 3. NAME OF First Middle last 4. DATE Month Dy Yeor 
® 23 {Type ar print) fa Ethel HANSON Death }6- February 8 19 60 
=~ > o 3. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED JC] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ers ; wore / tg Gg oO lost birthday) [Months] Days | Hours in. 
oe Pee emale W ae __|wiroweo [] Divorced [] 2-1h- FR 
£ Fs. Ya, USUAL OCCUPATION (Give kind of work dane] 0b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country 12. CITIZEN OF WHAT COUNTRY? 
@ 82 1 during mast of working life, even if retired) 4 
B Recs Housework Maryland U.S.A. 
2s S71 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© §8% 
3 Leg Charles Hanson Mary A. Adams 
= 229 15, WAS DECEASEDEVER IN U. 5. ARMED FORCES? ]16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
54 & Yes, no, ar unknown}. {IF yes, give war ar dete: of service) 
ee Ss ilo | S.S.H. Records 
.. 333 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
= 2 ay PART |. DEATH WAS CAUSED BY: 4 eo Leena 
2 sengte ’ OFATIAMEDIATE CAUSE (a__COronary Occlusion 2h hours 
a are : Ue 20.0 DUE TO 
< . q x 
Se eS Canditions, if any, which w_Arteriosclerotic Heart Disease Years 
3 3 5 3 gave rise to immediate Tilia 
& 25 ¢ : 
at Re cause (a), stating the ynder- 
Ge%2V lying cause lost. 
eSeaeue pivenp cause Ips. (e) 
i fe 3 S & a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) 19. WAS by 
ceess © |%|Chronic brain, syndrome .associated with cerebral arteriosclerosis, wi yen wow 
£298 o psycho ea On 
Folss = | 200, ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
ge32°  ] OR CONTRIBUTING CI CAUSE OF DEATH 
£5 O J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
35 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ipa T20F. (City or tawn) (Caunty) (State) 
Lae iy a Hour 0, m. Whill Not whil factory, street, office bldg., etc.) 
= = Sees = p.m, to Tot woucfuleat werk iy 
Of. 03 z ‘ 
2 Sind 21. | certify that | attended the deceased fram__May 20... B 1959_, to. February. 8_., 19.60that | last saw the deceased 
ax1£<2¢2 “3 
Zo.0 5 alive on February 7, 19.60__, and that death accurred at_322QAM, from the causes and an the date stated abave. 
wore oD - 
ELO8e0 ) ADDRESS (Street, city or town, stote) DATE SIGNED 
456 0 ACTUAL pict bley LO 2 2 4 3 * 2-8-60 
ages j SIGNATURI ay é mo... Springfield State Hospital _______.2: =S-O00 
arvey eS 4, 
3.2. a PHYSICIAN'S . 
Reges NaME (Type)_Agustin del Campo, M.D. _ Sykesville, Marvignd...: 205 
= rc 
ry 3 2 he . Zo. LE ar ‘2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
>a o~ y} . 
= PE Be Bure -10-60 ew (athe en. Baltimore 
rr 


~\ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


Se (Leonard J. Ruck 5305 Hargord Kd oar FEB 1 0°60 be ena 


‘i 


mee 
a 


wd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ery 
1828 norinobes ps OF DEATH path wall 819 


1 pane: DEATH 2 vee RESIDENCE (Where deceosed lived. If institutian: Residence before admission) 
a. 


pet MARYLAND 4 oe 


=| a 
b. LN pd TOWN (If outside corporote limits, write i LENGTH OF STAY IN 1b + (If autside corporote limits, write RURAL and give nearest town) 


‘ond give neorest town! 
2G ||xX é 


ANAL Ad EA banat 
d. SAME. OF HOSPFIAL (If nat in hospital, give street address) ,d. STREET ADDRESS I IS RESIDENCE 


OR INSTITUTION NA FARM? 
yes [] NO 


NAME OF Firs Middle Lost Ba Year 
(Type or print) “hie a. GS HARI IS 19 60 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |6. DATE OF BIRTH AGE (in yeor: [IEUNDER 1 YEAR IF UNDER 26 ARS. 
a pivorcep [ 26- / & 7 a ws. pe files | Maa We 


10a, USUAL ea es) (Give kind of work dane! 10b, aes OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most 9 ven tired) to Ss 
; A. 


@o« after death. Page 4 


After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 
Pages 1 and 2 should be filed with 


leath. 


Lem] 


14, Va MAIDEN NAME 


sein of NT aa fas 


snk or dates of 
: Woe ed Fag 
1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond a ou A BETWEEN 


ND DEATH 
PART 1. DEA\ ‘ 
EAT MDIAMCauSE jo) Coronary T,rombosis a 


Het DUE TO 
Conditions, if ony, which General Arterioclerosis 


gove rise to immediate 
couse (0), stoting the under- 
lying couse lost. 


Then please remave carban papers. 


Old Cerebral Thrombosis 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d, INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, form, ~ {City or town) (County) (Stote) 
Hour 0. m. F Not while factory, street, affice bldg., etc.) 
at work 


The law requires that the death certificate be executed wit! 


ing physician. 


MEDICAL CERTIFICATION 


to____ February, 49196! 1 last saw the deceased 


_M, from the causes and an the date stated abave. 
DATE SIGNE| 


a2/afe 


PHYSICIAN'S 
NAME (Type) 


Zo. BURIAL, Teer 2. DATE THEREOF 
fAnornt {Sp v" -G A 


may be retained by the hospital ar 


TO FUNERAL DIRECTOR 
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page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYS! 


24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


pateFEB 5 60 Onthun £ Kina 


BE 
= 
ie 
Lis 
as 


——! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 > 
01824) 
a 1829 CERTIFICATE OF DEATH Wig. bccn ae 


eee “ 
& z Ni 1. Rees oe DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before edmissian) 
i 3 Welples MAR’ 9. STATI b. COUNTY ¢ 
(3s 4 Carroll pee Maryland 
= o 4] b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
s+} 2 RURAL ond give nearest town} 2 Vv " 4 
gets Henryton 4 days Baltimore : ia 
2 aa d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
o a OR INSTITUTION ON A FARM? 
Bowes 2108 N. Rosedale St. ves C] No (& 
2 5 3. NAME OF First Middle Lost 4. Dare Manth Day Year 
© 3 Mitr Douglas Hawkins batH §=February 19 19 60 
2 S. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [5 |8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Hours Min. 


lost birthdey) | Months] Days 
yfs. 


Negro wipoweo [] oworceo] | 5-16-1887 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country} 12, CITIZEN OF WHAT COUNTRY? 
iv S) 


during most of wot life,,mven if retired) af ff if 
” Galenown Lope. Bothladhn, ALebl 4: Charles Co., Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Dennis Hawkins Nettie ?? 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yas, no, or unknown) [IF yes, give wor or dates of service) 
No | 213-07-3172 Bertha Swann 2108 Rosddale Street 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), {b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH MEDIATE CAUSE (0) Cardiovascular insufficiency 


Then please remove corban papers. 


The law requires that the deoth certificate be executed will 


cote has been signed by the attending physician ond campletely filled in by the funerat directar, 


page 3 should be detached far use os the burial 


oO a a K DUE TO. rid 
= Conditions, if any, which « Virus pneumonia and tuberculosis left 
& gove rise to immediate 
& couse (a), stoting the under- ( OVE TO 
ees) lying cause fost. {o) 
a 5 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. MAE ORMEDEL 
ES fe 
4 Os yves(] no] 
ae 2 = 20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part ! or Part Il af item 1B.) 
& | OR CONTRIBUTING LC] CAUSE OF DEATH 
&G | (iF EITHER, NOTIFY MEDICAL EXAMINER} 
q S '20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Hame, farm, 7 20F. {City or tawn) {County) (State) 
8 Hour a.m, While Not while foctary, street, office bldg., etc.) } 
= p.m. wv lat wark [J at work ' 


togbebe 19 PO that | last saw the deceased 


eee ih 


ages ay i i9_60_, and that death accurred at L@ ____M, fram the causes and an the date stated abave. 


@. ADDRESS (Street, city ar tawn, state) DATE SIGNED 
Sonar  . Utere, fay Me, Bio. Henryton, Maryland 2-19-60 


SIGNATURE 


alive an___ 


the registror prior to burial, cremation, or removol, and in any event within 72 hours after d 


may be retained by the haspital or 
TO FUNERAL DIRECTOR: After this cert 


TO HOSPITAL OR ATTENDING PHY: 


PHYSICIAN’: 
NAME (yee: Edgars M. Maculans, Me De Henryton State Hospital 
720. BURIAL, CREMATION, | 22b. DATE THEREOF " 72d. LOCATI ity, fawn, 
* senova een) rae Z 2c NAM sOF y;, ETERY OR CREMATORY Lo ne) ity, town, or Gents) ; (State) 
2 Attn S-6 6 cle kes * = 3 Oe Za 
RAL DIRECTOR'S SIGNATURE) BOLE se 240, REC'D BYR ISTRAR | 24b. REGISTRAR'S SIGNATURE 
anrae. Darah 47 06 Onl IO Quiz _ | ome FEB fF '60 outwa fan 


ed in by the funeral directar, 
Pages | and 2 should be filed with 


' 
on after death. Page 4 


Then please remave carbon papers. 


1 The law requires that the death certificate be executed wit! 
the State Baord af Health prior to burial, cremation, ar removal, and in any event, withi 


ing physician. 


N 


® 


TO FUNERAL DIRECTOR: After this certiricate has been signed by the attending physician and completely 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYS 
moy be retained by the hospital ar 


aa 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ) 1 R y} 1 


CERTIFICATE OF DEATH 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


. PLACE OF DEATH 


0. COUNTY 0. STATE b. COUNTY __ ' 
MARYLAND Ma r ‘Land. Mi on v 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN ({[f outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) _ Ay 7 
Sykesville lyr5 m 10 d. Bethesda pid / ta IES Joe 
d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
% OR INSTITUTION, z " rs ON A FARM? 
( Springfield State Hospital 1507 AXKKAX Ave ves (NO Cc 
|. NAME OF Fi idl 4.04 
: Ree rst es le ¢ ba DATE Month Dey Yeor 
oy (Type or print) Ella Josephine  XOQGKXXX2G(| beam 2 6 19 60 
8 . SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [7] |@- DATE OF BIRTH 9. AGE {In rae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= - joy D H Min. 
Fa Fem White _|wwowen(f{ _oworceo] | 3~-23~1¥¥K1880 ¥K7 err A | foaea reue Tee 
100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) “4 
Housewi e | Own Home Missouri U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Philipp Jacobs Sophie Kettlekamp 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 0, or unknown) {IF yes. give war or dates of service) a 
NO ae unkn Hospital ecords 
VB. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (cl-] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: 2 2 Cs 4 * * beable SPH soi 
“IMMEDIATE CAUse enheumatiec heart disease inactive, with mitral sten.| vears 
10> DUE To 
Conditions, if ony, which ( 
gove rise to immediote 
couse (o}, stoting the under, ( OVE TO 
lying couse lost, {c) 


ra far ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY 

E|CeBeSe assoc. With circulat. disturbance with cerebral arteriosclerosis | PERFORMED? 
~]S ha a) e reac ves fo] NOT) 

= ‘200. ACCIDENT WAS UNDERLYING ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& [OR CONTRIBUTING C] CAUSE OF DEATH 

U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (Stote) 

3 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

a jot work [7] ot work H 


eae 

4 ATTENDING MED, STAFF 

rr TI M.D. | PHYS. DIRECTOR Piys, CF : 2-786 
22c. PHYSICIAN'S 22d. ADDRESS 


“we ") namnd Iusthaus M.D. Springfi 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23g. LQLATION [City, town, oF mn - 2 {Stote) 
Burial” | 2-10-60 kei ington Nat'l Gem, | ArlingtoR} ‘ViPginia 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Robert A. Pumphrey, Bethesda, Maryland 


‘250. REC'D BY REGISTRAR 


oneFER 9°60 


Sb. REGISTRAR’S SIGNATURE 


Cnthun £ Fas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 16 
1831 CERTIFICATE OF DEATH an vO 


Reg. Dist. No. 


=a’ 
zz ) 


- “ 
& a PLACE OF DEATH 2. USUAL Re IDENCE (Where deceosed lived. If institution: Residence before admission) 
Ey COUNT ( 
© 3 °. MARYLAND V2 hstiier ». COUNTY “Za Male 
' = LLL 
€ 5 ZH OR ort er ‘outside corporate ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (IF fétside corporate limits, write RURAL ond give nearest town) 
8 a ind give nearest Tow Xo Coy y - DAP 2 
we 3 ye % Bue 2 AY TE NX AALS 22 CBLAL, aa: A 
2 iB - NAME OF HOSPITAL (IF nat in haspital, give street addfess) d. STREET ADDRESS = e. 18 RESIDENCE 
5 5 x oO NSTTUTION 4 / Leese = - ; ON ee 
~ d 

g 5 LECLLL2 Le od CH fe LLL L AN a ves AT No] 
2 5 3. NAME OF Firs Middle 4. DATE Month oy Yeor 
. 2 : 
@: Ben SLOG WILLIAM BOOK Stara 2 70 wWbO 
x 
= S 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE CA yeors 
5 a rs lo Min. 
e “ty wibowen4y— divorced [] LES. Ex Lai 
3 4 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11 AIRTHPLACE4State or foreign 1% 
g 8 during most of working fife, even ify a 
3 a) AM/Y7TU for CEPAL? = 

5 ;. 
oe J FATHER'S NAME ‘ zt MOTHER'S MAIDEN NAME 

2 _ om] 
2 P 7 
5 2 | ALLgn4s “lIALA Gi get MAL, Lda t 
= 3 Address. 


1S!"°WAS DECEASED EVER IN U. S: ARMED FORCES? [16, SOCIAL SECURITY NO. aoa ca = 
4 1¥es, 0, of unknown} {It yes. give wor or dates of service) . a 2 5 7, 
ey — — OU VEER SUAS“ fe AL AM: 


18. CAUSE OF DEATH [Enter only one couse pey line for (a), (b], ond (e).] Caer BETWEEN. 


PART 1. DEATH WAS CAUSED BY: ID DEATH 
IMMEDIATE CAUSE (o)\_“7 \A-4/ VV 
A 


/ DUE TO. 
Conditions, if ony, which (e 
gave rise to immediote 
cote (0), stoting the under. ( OUE TO 
lying cause lost. {e) 


Paar il. OTHER SIGNIF 4 [T CONDITIONS CONTRIBUTING TO DEATH BUF NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Wabooeoin 


Pench Ks ves 0] NO 


‘200. ACCIDENT W: INDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port II of item 1B.) 
OR CONTRIBUTING LT CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town} (County} (Stote) 
Hour 0. m. Whi Not foctory, street, office bldg., si 
Pm. 19 [ot work [] of work () 


21. | certify that | attended the deceased from,_- 3" ae 19.52, ide wei Fed , 19.67 thot | Jost saw the deceased 


--, and that death accurred ot..1SHM, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, state) ATE SIGNED 


wo, L2.W KING St. LITTLESTOIN, [A 2010-60 
ope LL PoTTER MD. LR WKING ST ” LLTLES TOM PA 


‘Wo. BURIAL. CREMATION, 
REMOVAL (Specify) 
Abt hk. 


EQ SS [OR'S SIGNATURE 
¥S,A15 4) " Ly 
a Cae 


Then please remove carbon papers. 


The low requires that the death certi 


ng physicion. 
te has been signed by the attending physician and completely titfed in by the funeral director, 


di 


TO FUNERAL DIRECTOR: After this ce: 


z 
Q 
< 
i 
: 
fod 
tv) 
S 
fat 
2 
= 


nd. LOCATION (City. fawn, of county) (State) 


Loi E : Lilt AVL; LWatltezvt 2, LIK 
ADDRESS: a ‘240. D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE Aig, 


MAT TMAH 1 pZ Fo \oxe FEB 1 8 60 Qaithin £ Kyasse 


the registrar priar ta burial, cremation, or removal, and in any event within 72 


page 3 shauld be detached far use os the burial-transit permit. 


may be retained by the haspital or 


TO HOSPITAL OR ATTENDING PHYSICIAI 


15M 9/5: 


mes 


MARYLAND STATE DEPARTMENT OF HEALTH 11 QE 
(863 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


18302 CERTIFICATE OF DEATH 


—_ 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
©. COUNT Pavan 0. STATE b. COUNTY Z 


Carroll 


b. CITY OR TOWN {If outside corporate limits, write 
RURAL ond give nearest town) 


c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest ag 


Conditions, if ony, which (b) ss 


gove rise to immediote 
couse (0), stoting the under- (| OVE TO 
lying couse lost. () 


transit permit. 


the State Boord of Health priar to buriol, cremation, or remaval, and in any event, within 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Neccuee 
Psychosis with cerebral arteriosclerosis ves) NO fd) 


ing physicion. 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 


OR CONTRIBUTING [J CAUSE OF DEATH 


x gs 
3 BS 
33 
i 
Se 
= Be 
4 3s lyr. limo. 20 ; 3a 
v 32 Sykesville 24MO. ay Baltimore 
2 #2 ‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 71S Se 
os = OR INSTITUTION ON A FARM? 
$35 Snringfield State Hosnita 825 N. Mount Street ves [] No fJ 
ee eed |. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
m, -. DECEASED | OF 
J ee (Type or print) S z CLetbilaare' 19 1960 
se s es 5. SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED oOo B, DATE OF BIRTH 9. AGE (In yeors UNDER 1 YEAR| IF UNDER 24 HRS. 
=) te lost birthdey) [Months] Days | Hours] Min. 
eis _ 
3 2¢8 Female White [wow ty —_pvorceo QO] | April 18, 186) 95 yn. 
S a g 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
z §e during most of working life, even if retired) 2 a 
gS ved Tousewife = Russia Alien (Russia) 
8 e L£ 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
€5 
5 ag Samuel Hare Unknown 
= 3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
$ a & (Yes, no, oF unknown) {IL yes, give war or dates of service) k. ” 
ee No | ia None Springfield Hospital records 
3 q 2 18. peas 8 ere Wernis inp per fine for (0), (b), ond (<)-] INTERVAL BETWEEN! 
zo) ae OSS IMMEDIATE CAUSE (o)_ATter i i disease ears 
=) ee Bow? DUE TO 
° 
Sea 
8 3 
2 2 
5. 
Geay 
ard 
338 
‘* 
#62 
2 
3 
= 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


@: 


20c. TIME OF INJURY Month, 


Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 


(County) 


(Stote) 


MEDICAL CERTIFICATION 


5 
2 
° 
= 
wes foctory, street, office bid ' 
25 Se Hour 0, m. While Not while Tro ests ot ice te aia Sic) 
Par aes p.m. 19 Jot work [1] ot work [1] \ 
es5;2 
2 He 2 21.1 certify that (I) (this Bas 4 the deceased from. March 7.____. 1955, to February_1919.60, that (I} (we) last 
£ ” 
2 eg 8 saw the deceased alive an._Fek 919.60, and that death accurred at 32 LGR Hon the causes and on the date stated abave. 
= =6 3 220. SIGRIATURE re, 720 CONED 
= ATTENDING MED. STAFF 
ed Po = Lat, bt olel M.D. | PHYS. DIRECTOR PHYS. £1) 
o?2s ic. PHYS! Eos ‘22d. ADDRESS 
mits = / NAME (Type) 
eae Agustin ¥ } M.D. Springf: 
& S z° Ba. on 23b, DATE THEREOF) i] 23c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
~S VAL cify 2 - 
= 22 aes 2-2/- (TOONS Penring fur Baere. Md 
ee 24> ira pike oe SIGNATURE ) ADDRESS 250. REC'D BY REGISTRAR ] 2Sb. REGISTRAR'S SIGNATURE 
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EerTau) TLace 


ae xe aa 
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Zp 
Rd 
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iy 


DATE Ep 60 au 


Fle EK 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01924 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. No. 
L ne { i 2. USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 
o. jee 
Carroll marviano |} ° STE Maryland Gag Carroll 
b. CITY OR TOWN II! ovnide corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
ond give necres? Wi a - 
estminster 29 Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street oddress) / d. STREET ADDRESS 1S RESIDENCE 


328 E. MAI/Street 328 E. MAW/Street ON A FARM? 


3. NAME OF i i Al 
DECEASED. Lid Middle tot DATE Month 


(Type or brn) MILDRED RAYBINE JACOBS barn February 
5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [_]| 8. DATE OF BIRTH . 9. Be 3 i Fore IFUNDER TYEAR| IF UNDER 24 HRS. 
Female White | wivowe [4{~ oworceo (p10 2, VG ee. went apes ear map 
Wo, AJSUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR IND} a ‘TY, BIRTHPLACE (Stote or foreign country) 2, CITIZEN OF WHAT COUNTRY? 
Ang most of working if retired) ‘ 
VAIN, 


fy ry 


(VA-Tpath —~LY Ge AMA 
iy 14, MOTHER'S MAIDEN NAME 


Li Ltée22Za LPM IAL2 
15. WAS DECEASED EVER IN U.S. ARMED FOR neat pA OCIAL SECURITY NO. |17. INFORMANT 
4 


{Yes no, oF unknown) i {It yes, give wor or dotes of 4% > a= Ng 
: LEE Lhd chi 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} 


PART DEATH Mblatt cast (o) _ Arterioselerotic Heart Disease. 


LE > ) DUE TO. 


Conditions, if ony, which ) 


Gove rite to immediole coure 
(0), stoting the underlying( OVE TO 


couse losl, te 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. Bi mpl acct 


Acute Alcoholism, ys No 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


PRIMARY LJ of CONTRIBUTING o 
CAUSE OF DEATH 


20c. TIME OF INJURY Month, Day, Yeor — [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stote) 
Hour 9, m, While Not while foctory, street, office bldg., etc.) | 
p.m. 9 ‘ot work [] of work [7] ' 


21. I certify that | took charge of the remaifs described above, held an Autopsy [K], Inspection (J, Inquiry [[], and find that 
death resulted from: Natural causes FE], /Accifent [], Svicide [[], Homicide [_], Undetermined couse [[). 
Se (Cy KC £ (481 Mp, CHIEF MEDICAL EXAMINER [7] 
; y, ASSISTANT MEDICAL EXAMINER FS] 2/27/60 
NAME (ype) Charles S. Petty, MD. DEPUTY MEDICAL EXAMINER [] 
70. BURIAL, CREMATION, |22. DATE pi ic, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stole) 


aden 7 6/9hs Lottie yphl, CULT ZI ae Lig 


oy 


WarHeZZ a DIRE rae SIGNATURE xe bp 240, REC'D BY Ri STRAR ‘24b, REGISTRARS SIGNATURE 
VS. ATSME(S) g 3 i 
5M 9/55 \ ¢] | pate nity £ Fat 


File poges 1 and 2 with the registrar prior to burial, cré 


MEDICAL CERTIFICATION 
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cute the cert 


TO FUNERAL DIRECTOR: Page 3 should be used as o burial-transit permit. 
or remaval. 


TO DEPUTY MEDICAL EXAMINER 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 
1832 CERTIFICATE OF DEATH (01825 


Reg. Dist. No. 


ad 


/ ry, x DUE TO 5 — 
Conditions, if ony, which oy Ameren, SED f Lerk, 
gove rise to immediote 
couse (0), stoting the under ( DUE TO t a 
lying couse lost, © = 

Part Il. OTHER SIGNIFICANT COND! INS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}| 19, WAS AUTOPSY 


PERFORMED? 


yes(] No() 


‘~ ce 
Sagas 2 USUAL RESIOBNCE (Where deceaved lived. If irsiulion: Residence beforgaodpinion) 
2 °. 
: 2 y b. COUNTY ED. 
- ey roll maar Z2 Zale 
= Be b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib «. CITY IOWN { outside corporote limits, write RURAC ond give nearest town) 
8 & RURAL ong-Give nearest jown) 7s Vag y . 2 x 
% §5 2 
= LE" CF Ort pier 
. > E 
SB #8 d. NAME OF HOSPITAL {If ngt in hospitol, give street oddress) STREET ADDRES: IS RESIDENCE 
2 22 a 
So ss a OR INSTIT az ye, ~ © O ON A FARM? 
eee Fo C27 Ee Jitiriisedg, Xp wa YF { ves Z-ro 
= ae — 
od 8 zNameor DY First Middle tow ‘4. DATE Yeoe 
@: tye 4 L// 20 BETH = JEAN Sar 
Se Eg 5. SEX = 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 Y! 
oo lost birthday) 
Poe 8s - + |wiboweD pusonerey gis Z “f g 
a = to 
3 € Be Wo. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign count COUNTRY? 
2 §8t during mos! of working life, eyéi if retired) 
¢ 2a3 — vs Lo? " 
o Be os Pferad-reg feCro = 
g 88% j Pee NAME : 
cs ; g y 
Snes EL 
5 Be / MLALMAK, le Le 
& ae, 2 ae 15. WAS pe oanagehine | U. S. ARMED ste 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= <£ (en, 00. oF wabnwwn) | {\FF6k ve war er dates of sernee) 
bgt LI F-0F; _Lbadintfiwer 3¢Cla 
8 — at & oe 
2 
taped 
3 28 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).} INTERVAL BETWEEN 
3 248 PART |, DEATH WAS CAUSED BY: ONREISARDIOEATE 
La f IMMEDIATE CAUSE (0} 
a Se 5 
2 5 
$ 2 
oes 
cs 
< 
3 
2 
6 
2 
2 
3 


nding physician. 


TO FUNERAL DIRECTOR: After this d 


200. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Hl of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home. form. | 20f. (City or town) (County) {Stote) 
Hour o. m. While No! while foctory, street, office bldg., ete.) ! 
p.m. 19 fot work [J ot work (] ' 


21. | certify that | attended the deceased from... £% fF ____., be . toLd. Peaoce al aos: 12.£ 2 that | last saw the deceased 


alive on_. L8.de4- -, 19& _, and that death accurred otfivy 5S AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stole) DATE SIGNED 

ACTUAL y 

SIGNATUR M0. . 


2... Mak... 1 pak be 


MEDICAL CERTIFICATION, 


PHYSICIAN'S 
Ms) = — ee ae ee ee eS ee 


No. Devaar ‘Wb. DATE THEREOF Tic. NAME OF CEMETERY ee on 72d. LOCAYON (City. town, or county) Stole) 
e 2/20/60 ~Cbre Mibu ale 
23. FUNERAL DIRECTOR'S $1 v . J) 24a. REC'D BY REGISTRAR Zab. REGISTRARS SIGNATURE 
Vs alsi4) y = Lic : F 4 
15M 9755 \ bese LAG a Ly 2AAy 
{i 
A 


[Cre oat ed 2 4°60 Chun ff 
sD Vi Y oP , 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours-6i 


page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
may be retained by the hospital 


Liceditds 


MARYLAND STATE DEPARTMENT OF HEALTH 0 i 826 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


493 CERTIFICATE OF DEATH 


| 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
a. STATE 


vod 


1, PLACE OF DEATH 
0. COUNT, b, COUNTY y \ 


arroll Maryland Cit Z 


b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest town) ‘ 


Sykesville 5 mths 3 Beltimore 23,Md. peer 


MARYLAND: 


@ hours offer deoth. Poge 4 


TO FUNERAL DIRECTOR: After this certricote hos been signed by the,bttending physicion ond completely filled in by the Funeral director, 


Poges 1 ond 2 should be filed with 


d. NAME OF HOSPITAL {IF nat in haspital, give street address} d. STREET ADDRESS. e. 1S RESIDENCE 
O | OR INSTITUTION: ‘ON A FARM? 
#15 1830 Street eT wo 
3. NAME OF First Middl 4. DATE ye 
a: DECEASED lt Roe a last a Month Day fear 
£ (Type or print) Kaiser DEATH 19 
sg S. SEX 6. COLOR OR RACE |7. MARRIED ff] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 
5 last birthday) [Months] Days | Hours] Min. 
a WIDOWED [] DivorceD [J = 53 yrs. 
fe 
q 2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of warking life, even if retir 
5 _Nurse_ Perna U.S.A. 
3 g 13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
Bx 
sees 
2s eorge Wolf Charlotte Grossman 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
e € (Yes. no, oF unknown) | IIE yes, give wor or dates of service) 
§ 


Racords 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
iy PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


The low requires thot the deoth certificote be executed wit! 
. 


2m pm, IMMEDIATE CAUSE 
Ss 30RK CAUSE (0) : 
=5 DUE To 
2 Conditions, if ony, which (b) 
3 gove rise to immediote FS 
€ couse (0), stoting the under- (- DUE TO 
§ oo lying couse lost. (c) 
43 5 > 
2 e % <3 Par Il. OTHER SiGe pOyOns conta TING TO DEATH BUT NOT RELATED TOTHI pam ean seasrCON ey IN Een PART 1(0)]19. WAS AUTORSY 
e332 O18 eassoc, zheimer disease , monary ae Prles 6 mma ? ves] Nogg 
ee § = 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) * 
Zs 5 & | OR CONTRIBUTING L] CAUSE OF DEATH A 
@ - U | (Ee EITHER, NOTIFY MEDICAL EXAMINER) (> x bed 
i Us . 
& [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
o Hour 9. m. While Not while factary, street, affice bldg., etc.) | 
2 p.m. 19 fat wark ([] at wark 


' 
189_ ta 2272 7=______.. 1900) thot (1) (we) last 
saw the deceased alive an__2—22r_____ 19.60, and that death accurred at28 LSP lam the causes and an the dote stated abave. 
20. S| R & Z 226. DATE 
Ji, > ATTENDING ; 
ikrotee 5 Pow, Mt .| PHYS. O Boor Oo RNS 
22c. PHYSICIAN'S 22d. ADDRESS 


“wr OPpdmund Lusthaus M.D. Springfield State Hospital,Sykesville,Md 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 3c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
B REMOVAL Ges) : 
7 


oe be i) Vg ays Pav liwoed a-([fo f ty fed 
|. FUNERAL DIRECTOR'S SIG! SS 2 4 " Fa 
24. IGNA) e ADDRE:! ‘2Sa. REC'D BY a) 2b noes 


err a cat C Phe. (7 ol Fiobe.' Mi pare MAR 1 


poge 3 should be detoched for use os the buriol-tronsit permit 


the Stote Board of Health prior to buriol, 


ZS TO HOSPITAL OR ATTENDING PHYS# 
moy be retained by the hospitol or 


AIS (4) 
iM 9/59 ) 


Item 20 Film -MARYLAND.STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1, PLACE OF DEATH Vue 2, USUAL RESIDENCE (Where deceosed lived. IF institution: Residence before odmission) 


ay a mamano || °S* Maryland SN Balto, Cit: 


b. CITY OR TOWN Iit ouside corporate fimits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest aly 
‘ond give nearest town] 


esville lyr. 6mos. 21dafy Baltimore 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS ty x BERGE 
jeld ate Hospital 231 E. North Ave. yes] NO 
First Middle es 
Vee or prety Sadie Margaret Ki ; 
5. SEX 6. COLOR OR RACE |7. MARRIED (1) NEVER MARRIED []| 8. DATE OF BIRTH 9. AGE in yeors 
heat birthdoy) 
Female White |wiooweo—] — oworceo tx | October &, 1893 66. v4 ey 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


moat of working life, even if retired) 


Nurse Nursing Maryland Vie@erds 
33, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John King Mary Unglebower 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY pal ae ‘Address 
s 


{Yes, no, of unknown] [it yes, give wor of dates of service} 4 Fs ‘ 
No | - - ringfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per fine for (0), (b), ond (c). ] INTERVAL BETWEEN. 


PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
Al é 5; ~ iq 
IMMEDIATE CAUSE (0) I rat: food in 


ae, DUE TO larynx and bronchi. 


Conditions, if ony, which to 
gave rise to immediote cave 

{0}, toting the underlying( OUE TO 
couse lost. (eh 


Cc. BS". 8386 SOT aise SONTeBUTING i DEATH BUT BOLE RTE OES FULEBBIEN IN PART 1(a)/19. here ele 
seiarckes ; Crith psychotic reaction, vesfQ Not] 


Wo. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Port | or Port Il of item 18.) 
PRIMARY CL] or CONTRIBUTING 1) 

CAUSE OF DEATH. Do not know 

We. TIME OF INJURY Month, Day, Year] 20d, INJURY Loans 208. PLACE OF INJURY vm, form, 120F. {City or town) (County) (State 


ae Sint 2 ap (tile, oy Notwtile bls rina s tetas: Tob. Sypenya tit Carroll Md. 


Bm, 
21, I certify that | took chorge of the remains described above, held on Autopsy FJ, Inspection [X], Inquiry [2], and find that 
death resulted from: Naturol causes [[], Accident [, Suicide [], Homicide (0. Undetermined cause [7]. 


FE AALL ade ‘ Weeds _p, CHIEF MEDICAL EXAMINER [] pai ei 


ASSISTANT MEDICAL EXAMINER ([] ag 
James T. Marsh, M.D. . DEPUTY MEDICAL EXAMINER [3 2/ He ‘/ 0) 
Zo. BURIAL, CEMATON. 2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
Mount Olivet Cemete Frederick, Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
M. R. Etchison & Son, Frederick, ,Maryland pareFEB 1 8 '60 


Reg. Dist. No. 


YS 


Page 4 should be 


rector. 


lelay is necessory, please exe 


e 


IF 


24 hours after death. 


‘pending’’ in pencil in Item 18. Give Pages 1, 2, and 3 to the 
File poges 1 ond 2 with the registrar prior to buriol, cremation, 


ner’s Office alang with farm PM3. Page 5 may be retained for you 


e 


: Page 3 shauid be used as o burial-transit permit. 
MEDICAL CERTIFICATION 


Forwarded to the Chief Medico! 


TO FUNERAL DIRECTOR: 


cute the certificote, writing the 
ar removal. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (} i 8 z Ss 
yz CERTIFICATE OF DEATH 
MG otouR Carroll a. (orate (Where deceased Wi pe neg Residence Gstars admission) 
MARYLAND Maryland Frederick Co.10 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN ([f outside corperote limits, write RURAL ond give nearest town) 
syesviite A days Middletowm 
d. NAME OF HOSPITAL (if not in hospital, give street address) | d. STREET ADDRESS: e. IS RESIDENCE 


pringtieid State Hospital. Route 7 2 Middletown 0 "of 
* DecEAse william Eimer Kinne “Orn es Th "60 


(Type or print) DEATH 19 
$. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] F DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White wivoweD&] pivorceo] | 1=9=187) 86" ees Perth | ADays| “loud aN? 


10a, USUAL OCCUPATION (Give kind af work dane! 10b. KIND. F BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Haw) ve § ° A Py 


etired independent fa 
13. FATHER'S NAME 4 14. MOTHER'S MAIDEN NAME 

David E.,Kinna Mahala Fisher 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, no. of unknown) | {IF yes, give wor or dates of service) 15+) we 14: / Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond ad INTERVAL BETWEEN 


ONSET AND DEATH 
PART I: DEAT MEDIATE CAUSE (0) Miprald Aortic felt Ve Fhepos 2.0.51 S ars, 
Af-10 XK DUE TO eumatic Heart Pisease d 


Conditions, if any, which (oh 
gove rise to immediote 
couse (0), stating the under- 
lying couse lost 


Pat Il. OTHER SIGNIFICANT cor iS CONTRIBUTING TO ee/ UT yi jppe TO THE TERMINAL DJSEASE CONDITION GIVEN IN PART 1(0}|19. kar AUTOPSY 


Psychosis With Ce re APPEF IOS CILVKOS LS 0) NO] 


20a. ACCIDENT WAS UNDERLYING C1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part #l af item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


st 


@ haurs after death. Pag 


Pages 1 and 2 shauld be filed with 


vent, within 72 hours after death. 


te be executed wil 


Then please remove carbon popers. 


DUE TO 


The law requires that the death cert 
‘ansit permit. 
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ing physician. 


he buri 


the State Board of Health prior ta burial, cremation, of removal, and in ai 


é 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, ie (City or town) (County) (Stote) 
Hour a, m. While Not while: factary, street, office bldg., etc.) 
jot work [] at work 


MEDICAL CERTIFICATION 


2). | certify that (I) (ihts hospital attended the deceased fram© 19. IAL_, that (I) (we) last 
_ and that death accurred pees feo the causes and on the date stated abave. 
»; ) 2b. DATE 
nf), mo, [PH NS pg Becton OPE aT “8 
D 22d. ADDRESS 
MDs Springfield State Hospital Sykesville Md. 
2a. BURIAL, CREMATION, ; ey Ser E OF GEMETERY OR CREMATORY 23d. LOCATION (City, towny or county) 
REMOVAL (Specif) " eee A \ 
ete aren ey su i 
250. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


okEB 1 7 '60 Onthun £ Mau 


page 3 should be detached far use 


may be retained by the haspital or 
TO FUNERAL DIRECTOR: After this c 


TO HOSPITAL OR ATTENDING PHYS: 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND OF 8 29 


1837 CERTIFICATE OF DEATH 


oll 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. IF institution: Residence before admission) 


+ 
S : 
o 0. COUNTY ©. STATI b. COUNTY Vy 
& 22 Carroll MARYLAND Maryland Frederick —_/ 
= 3 b. CITY OR TOWN (IF outside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ‘ond give nearest town} 
g RURAL ond give nearest town) ps a ae a 
> 32 Sykesville Oy lm6 days Frederick SO tf & 
= & d. SAS PTUNTOR oe {If not in hospital, give street oddress) d. STREET ADDRESS e Pat 
eat 
2 5% 5/5 |_ Springfield State Hospital 115 East lth Street ves No Gk 
2 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
-. OECEASED | OF 
© 33 (ioe aly Ma Agnes Krepps pesth 2 12 ~ 96g 
oD 
ee 


5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours 
Fem White [wiroweo DIVORCED [] y_29—68 yn. 


y I 100, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 

€ Saleslady Dept. Store Maryland UsSeide 

2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

o 

3 : 

° Solomon Garber Isabell. Brightwell 

9 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 

§ (Yes. no. oF unknown) {if yes, give war or dotes of service) z a 

: | None S.S.Hospital ecords 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c)-] INTERVAL BETWEEN 
a PART 1. DEATH WAS CAUSED BY: T b ni U1 ura eager age 
§ Be IMMEDIATE CAUSE (o)__Thrombocytppenic purp years 

= Tle K DUE TO 


Conditions, if ony, which (b 
gove rise to immediote 


te hos been signed by the attending physician ond completely filled in by the funeral director, 


page 3 shauld be detached for use as the burial-transit permit. 


couse (0), stoting the under. ( OVE TO 
*s lying couse lost. te) 
2 Paar II. ‘Bern SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT, NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|/19. WAS AUTOPSY 
$ ra} Manic depressive reac 3 type. PERFORMED? 
= 2 = yes] No (PF 
ca} 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


AN: The law requires that the death certificate be executed wit 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour o. m. Wh Not while 
pant 19 Jot work [J ot work [ 


21. | certify thot {I) (this hospit 


say’thé deceased alive an 


220 SAGHYATURE / 


‘22c. PHYSICIAN'S 


Name (YP Gmund Lusthaus M.D. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) 


{Stote) 
foctory, street, office bldg., etc.) ( 


(County) 


MEDICAL CERTIFICATION, 


£ Q—12— __, 1960_, thot (I) (we) lost 


7 from the couses and on the dote stated above. 
2b. DATE 


ATTENDING MED. STAFF iN 
. | PHYS. DIRECTOR PHYS. 2~1'5~60 


22d, ADDRESS 


23d, LOCATION (City, town, or county) (Sto’ 


3c. NAME OF CEMETERY OR CREMATORY 


the State Board of Health prior ta burial, crematian, ar remaval, and in any event, within 72 hoi 


may be retained by the haspital of 
TO FUNERAL DIRECTOR: After this cer 


TO HOSPITAL OR ATTENDING PHYS) 


Bored” |reb.16,1960 | Mount Olivet Cemetery Frederick, Marylan 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25b, REGISTRAR'S SIGNATURE 


% FEB S00" 
ATE 


M. R. Etchison & Son, Frederick, Maryland 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
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s, i . 
CERTIFICATE OF DEATH 01830) 
* 2S a Reg. Dist. No. 
a= ce 
S 3F 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If inlitution: Residence before edmision) 
8 . o. 
= 32 CARROLL ‘MARYLAND MARYLAND b. COUNTY Baltimore | 
3 5 4 b. RUPAC end owe, meg oe limits, write | ¢. LENGTH OF STAY IN 1b c. CITY ate (lf a write RURAL and give cng.” town) 
Roos - Sykesville Tyr.10No atonsville 2352 2 
tet. ° ° 8 7 or. 
é = 2 3 d. DARE ICE Her TaL (IF not in hospital, give street address) d. STREET ADDRESS e. settee aa 
4 . 4 : . 
g Fg 0 he Springfield State Hospital 505 Lee Drive yes F] No & 
€ 
Sede & 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
@ zz (Type or print Martha Elfreda  KUNKELY DEATH 2 19 60 
ers 5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF BIRTH 9. AEG ss0 IF UNDER 24 HRS. 
3 2 . last birthday Manth: i 
3 ae - Female White |wrownQ ovorceDE] | 2-22-95 era eee m4 
2 eg 10a. USUAL OCCUPATION (Give kind of wark done] 10b. i 
3 8 I YSDAL OCCUPATION (Give kind of work done] 06. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Sate or Foreign count 12. CITIZEN OF WHAT COUNTRY? 
8 te Housewife - Office Qoek- fee New York Uses. 
ewe e 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 ou8d 
Gere Rhienhold Roessler Elfreda Amawv Aa Voged 
o 2 : 
be = 8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address e 
+ @ 5 = (Yer, no, or unknown) (UE yes, give wor or dates of service) | of. 
fas No | 10 VY-IGH Hospital records. 
8 g 8 18, CAUSE OF DEATH [Enter only one cause per line far (0, (b), ond {c)-] UNTERVAL BETWEEN 
foW ss Gt PART I. 4 E 4 
Be Sige MTL OAT MEDIATE cause jo. _APteriosclerotic cardiovascular disease years 
S are 2 ub X,/ DUE To 
i 
= fiz Conditions, if any, which o 
3 3 ce gove rise to immediote Ste 
ES. Tete cause (a), stating the under- 
g¢ 2 5 3 lying cause last. (9 | 
z 3 oo file S Past Il. OTHER SIGI th Guat ITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO si es DISEAS oe emetyan 1{o)|19. WAS AUTOPSY 
23222 of:/CBS assoc. with disturbance © olism,presenile psychotic reaction wine oes 
£ages re] yes] No 
KF ou2s © ]20c. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 18.) 
Zedos & JOR CONTRIBUTING 1) CAUSE OF DEATH 
@ S25 © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
d 5 85 re] f20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. (City or town) (County) (State) 
agin a Hour a. m. While Not while foctary, streel, office bldg., etc.) | 
Pee = jot work [[] at work ! 
@4a525 ‘ 
Zz es Bs 21. | certify that | attended the deceased from____.LO=; 
or<22 
Ga 3a 
Rage? 
sie 
“7 goo 
Ofraze 
2 ‘ fi 
Z2235 || |eescuns Edmund Iusthaus M.D. 
sees NAME (Type) 
wo ow ‘on 
$2g 3 : Zc. NAME OF CEMETERY OR CREMATORY 2d. LQCATION (City, town, or county) (State) 
Bie Meas Gathe dpa 14 LA 
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2db. REGISTRAR’S SIGNATURE 


Onthur £ Hanh 


‘24a. REC'D BY REGISTRAR 


vare FEB 1 5 ‘60 
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ss 
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abe he As 


MARYLAND STATE DEPARTMENT OF F HEALTH—BALTIMORE, oc 
1839 CERTIFICATE OF DEATH 01837 


Reg. Dist. No. 
& ea OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
0. CQ b. COUNTY 
MAR’ 
Appokk TAS Api h AP ie d. 


xs civ A TOWN {If outside corporote limits, write RURAL ond give neorest town) 


SS Ayn db SO) 


6, STREET ADDRESS 


b. CITY OR TOWN (IF outside corporote limits, write [| ¢. preord OF STAY IN 1b. 
RURAL ond give an town) 
h EEK 


d. NAME OF HOSPITAI a not in hospitol. give stree! address) 


e. t§ RESIDENCE 
ol 


haurs offer death: Page 4 
fed in by the funeral director, 


Pages\I and 2 shauld be filed with 


G2 , OR INSTITUTION NA FARM? 
4 IBROOKEIEL D-MAN OR-NUk ine Hol Ru RAK v6 BNO 
3. NAME OF Fint Midd! Lost 4. DATE Ye 
= NAME OF irs idle - ba Month ’ Day fear 
B (ype or print) ALP ke RTT orate w60 
‘W OLO | 6. SOLER OR RACE |7. ees NEVER MARRIED [7] | 8. DATE OF aH 9. AGE (eee years |[IFUNDER 1 YEAR| IF UNDER 24 HRS. 
| I lost bythday) eis Days | Hour] = Min. 
ge Ads wipowed £3 —_ivorceo [] ‘4 VA i Dyn. 
2 Ee ~ Gsuat OCCUPATION Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. Bier LACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 8.2) _during most of urol life, even if retired) } 
3 Re ARM ro) B- RETIRED LH A > 
g o2 13. FATHER'S NAME . 14, MOTHER'S MAIDEN NAME 
2 §8 ; = 
8 2e ke MA he Ah [ASE [Tk lef f= Lt f= 
Bewere 1§. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 65 Yes. 0, oF unknown), UIE yes. give war or dates of service) big a ze /, 
By Le | _A/o 5 OP IN Mies [hak Hoge New Vin ocean Mf 
e Es 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c}-] INTERVAL BETWEEN 
0 fa PART 1, DEATH WAS CAUSED BY: a os 2 2 - 2 eae od 
o ALs - IMMEDIATE CAUSE (0 etd ated el A aA A pug 
5 f= “aad DUE TO ¢ 
> 
i eo Conditions, if any, which (o 
3 3 gove rise to immediowe( 1 1 
beer) catse (o}, stoting the under: 
<3 lying couse lost. (©) 
foe 
223 Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
250 
rv 6) re qj no [] 
ae 20o, ACCIDENT WAS UNDERLYING [) _[205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
gS8 ‘OR CONTRIBUTING L] CAUSE OF DEAT 
q 


{IF EITHER, NOTIFY MEDICAL EXAMINER 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fem 1 20F. (City of town) {County} (Stote) 
Hour 0. m. While Not while foctory, street, cffice bldg., 
p.m. 19 Jot work [J of work [] 


21. certify that | attended the deceased from. —- SAIS &, 19... 10. ZL. 19. hat I last sow the deceased 
alive on 2/41 bo, 19_______, and that death occurred ot_Z_22.M, from the causes and on the date stated above. 


= boast) (Street, city or town, stote) DATE SIGNED 
ae eo ee Dat ae Oe nel 2/4 /b6 
PHYSICIAN’S 


NAME (type) __ A, RABE SLs a SNAG V1 IND. ak.._Lp re 


220. BURIAL, CREMATION, | 22b. DATE THEREOF a NAME OF Erakels OR CREMATORY d. LOCATION (City, town, ercounty) (Stote) 
REMOVAL (Specify) fe 
bulesAk Ak A. \ PUN LAL 
waa y/] ‘do, es BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Als . A) \) t 
ve . IS Abe x, Ld P70) LAMA LI 2 Cuithen £ Mash 


SICIAN, 


After this cel 


MEDICAL CERTIFICATION 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death, 


may be relained by the haspital ar 
page 3 shauld be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3 CERTIFICATE OF DEATH 


ell 


{R52 


Reg. Dist. No. 


~ ge 
& 3 = LACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
= 2% Carroll marvianp || "TF Penna, S.counTY “Adame v 
£3 g b. CITY OR TOWN (If outiide corporote limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN [If outtide corporate limits, write RURAL ond give nearest town) 
8 3 RURAL ond give ar town) 
% $2 Rurai stminster 3 Months Hanover, Pa, Ro Dw 1 Sx. 
= 22 d. Oe nee (Hf not in hospitol, give street address) d. STREET ADDRESS e. Bs eee 
e po f arroll County Home Hanover, Pa, R. Dw. 1 NO 
> vv 
2 ES 5 Eh NAME oF Fint Middle lost 4. DATE Month Doy Yeor 
t ) a (Type or print) Horatio Leese Beata 2/11/60 19 
D 
iJ 
2 


rex %& COLOR OR RACE 7. o ES NEVER MARRIED [-] |@. DATE OF BIRTH pay IF UNDER 1 YEAR[IF UNDER 24 HRS, 
ithdey) Month Mi 
Male White WIDOWED [X Divorced [] 5/4/1882 iif Ment ga Bast - 


9. vee AUTOPSY 
ORMED? 


é fa Nop 


Part Il. OTHER SIGNIFICANT RATER CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


ng physician. 


s 
re 
ON at 
3 E ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 8g eure most of working life, even if retired) M U 
oe a arming Farm Carroll Co., Md, Sele 
3 3 8 3 k 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© ot “ sae 
oy eae Daniel Leese Mary Bllen Fridinger 
“ = 8 be WAS fleets pee U.S. gi Sse 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
= (Be Sea Youre or ort of varice] P 
8 ee Roy D, Leese, Westminster, Md, R. D. 
amiek 
3 23 18, CAUSE OF DEATH [Enter only one couse "e, line for (0), (b), ond (c).] INTERVAL BETWEEN 
“Zl 2a PART I. DEATH WAS CAUSED BY: 4 po es eras) 
(Oe IMMEDIATE CAUSE (o)__ > one cr @. ta Sat OF ae I as 2 od 
See DUE TO i 
Pe. : } 
2 +l. , 
= Conditions, if ony, which (b) eo iy 
3 3 gove rise to immediote 
= ores cotse (0), stoting the under. { DUE TO 
aes lying couse lost. Luwh 22 C202 _ CO faw5s 2A 
é 
a 
8 
2 
ry 
s 


200. ACCIDENT WAS UNDERLYING [I ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year {20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, T20f, (City of town) (County) (State) 
Hour a.m, While Not while factory, street, office bldg... Se 
p.m. 19 lat work [J.ot work [J 


fe, 19GL,,that | last saw the deceased 


TO FUNERAL DIRECTOR; After this cc 
MEDICAL CERTIFICATION 


ik an. eo. m2 Wed... hd the SRN ocomens Ee tram the causes and an the date stated abave. 
, QR \DDRESS (Street, city 0 ‘or town, state) DATE SIGNED. 
7) LOL — 
MD. PS, PO IPIABA GL oon A-/l= ffs 
PHYSICIAN'S a. 
NAME (Type) 


To. wake te a 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION vain, town, of county) (State) 
‘wisssi” | 2713/60 Bachmans Valley Cemete Nr. Westminster, Carroll Co. Md, 


JERAL DIRECTOR'S SIGNATURE ,2 _ AdoREss 24a. REC'D BY REGISTRAR ‘Dab. REGISTRARS SIGNATURE 
ie pf, df A-SOLh. Littlestown, Pag pareFEB 1 5 ’60 Geb 2 Cae 


the registrar pricr ta burial, cremation, or remaval, ond in any event within 72 hour: 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
moy be retained by the hospital or 
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1 a. i Wiegsce a5 ed : oe pelimioiaiinaess 18 Q1 833 4 3 
Ag? 1847 * CERTIFICATE OF DEATH 5 
be is Reg. Dist. No. 
3 . 1, PLACE OF DEATH 2. ee RESIDENCE ey deceased lived. If institutian: Residence befare admission) 
°E E-ti ~~} it 
3. 3 Beet (If outside Eels limits, write | c. LENGTH OF STAY IN 1b c. CITWOR TOWH <—- ee and give nearest tawn) 
6 and give nearest tawn’ Bi 
€ x nos 2 
23 PET i / B) ly 
ae d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS «1S RESIDENCE 
as x OR INSTITUTION ON A FA 
5a / eo ves J nor 
ee 
=o 3. NAME OF First Middle Manth Day Year 
= DECEASED B =/£; (Pez 
2 (Type oF print) WA EO he = Woe 159 Ee Beate ‘h Sey. 1, 960 
2 5. SEX 6. COLOR OR RACE | 7. MARRIED [Xf NEVER MARRIED [1] |8- DATE OF 3- / E (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
4. A = wis birthday) [Manths] Days | Haurs]| Min. 
wipowen [J DivorcED [] —Z r) sod fam yr. 
# 10a. USUAL OCCUPATION (Give kind of wark dane] "we xno KIND OF BUSINESS a INDUSTRY |11. BIRTHPLACE ai or foreign caun' 


is 


prnele gn. h Le4t, s-I Kelle th. 


Li 
15, i [AS DCEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(180, ne. of bhkaown) If yes, give war or dates of service) Meera 
eM hd  R/s~1y- 1 Pk ~ Lele LheecsgenT 


18, CAUSE OF DEATH [Enter anly ane cause per line far {a}, {b), and {c).] INTERVAL BETWEEN 


ONSET AND: EATH 
PART I, DEATH W. A : 
_PARTI DEATH Was caustD ay. Sub-/rachnoid Hemorrhage Shou 


Z os ore a is 12. CITIZEN OF WHAT COUNTRY? 
juriy st of Ayarking life, @ven if retir 

1 ea , A fa wy 

13. =i RS NAME 14, MOTHER'S ped NAME 


Then please remave carbon papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs offe: 


>:4 
~ DUE TO 
Canditions, if any, which ro 
gave rise ta immediate 
DUE TO 


cause (a}, stating the under- 
lying cause last. ) 


Part HW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART {a} 


19. WAS AUTOPSY 
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ing physician. 


OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, T20F. (City ar tawn) {Caunty) (State) 


‘ORMED] 
yes [] NO 
20a. ACCIDENT WAS UNDERLYING CI [* DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | ar Part II af item 1B.) 


After this cermficate has been signed by the attending physician and campletely filled 
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ed 
a 
a 
= 


Hour a.m. While Nerisehife, factary, street, office bldg., etc ui 
p.m. 19 Jat wark [7] ot work 
A) 
21. ( certify that I ye the deceased from. = i, (29 ‘60 as oS : 1 ae 1o.___/H/E an 2F , 19%__,that I last saw the deceased 
3 alive on________ ef Lf OU Gal aoe ; accurred atlO 407, fram the causes and an the date stated abave. 


ATE SIGNED 


0 


ADDRESS (Street, city or lawn, state} 


Sewan as 
son OP. G7 


puysican's M.C.Porterfield,M. 


NAME (Type) 


22a. BURIAL, CREMATION, 
ace, (Spggify) 


22. DATE THEREOF Lo |" ape en ‘OR CREMATORY ee (City, town, or Pia? Diam 


PRES je SI ADDRESS P 2do, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
AIS {4) A = ame 2 cad . 
iM 9/5B ase / OAT B "60 Oaihua ££ 


may be retained by the haspital ar 
page 3 shauld be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR 


& TO HOSPITAL OR ATTENDING PHYS 


go 


MARYLAND STATE DEPARTMENT OF HEALTH. 


all 


DIVJSIBN, OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND \t 8 a 
; 4542 CERTIFICATE OF DEATH 
A 3s vt 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If ioMoans Residence before admission) 
3 é 
© ha. Se a Carroll MARYLAND Maryland b cou 
32 a : = Ba : 
= De "b. CITY OR TOWN (If outside pa limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
9 38 RURAL and give nearest town} ve 
roleneeas lyr. 7 mo. 27d ore Ve 
Pi eta Sykesville 5 Tine as = Paltiuore e. 1S RESIDENCE 
£32 a. NAME OF HOSPITAL (IF nat in hospital, give street address) ; te ee 
2 32 0/9 Springfield State Ho: 2 915 East Baltimore Street ves 1] NO 
ms j 
8 & 5 3. NAME OF First Middle Lost 4, aid Month Doy Yeor 
heey DECEASED 
® Ae (Type ot prin!) Anna Rubin Levitz beatae Februa 3 19 60 
V YEAR| IF UNDER 24 HRS. 
= os 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 AGE (In year PLUNDER San inde 
ae Female white — |wiooweo G pivorceo (] 1876 83. yi. 
mol ars 
Pe ieatan 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8 s8 5 during most of working life, even if retired) 
Bo pce usewife - fatvia 
vo ° 3 & 13. FATH 14. MOTHER'S MAIDEN NAME 
at / Manto 
o oY. fA 
: 3 Lilt. aa 
= o 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
= Ee tases ot tele] oar) (6 Yee xl lie 606 
gS No | - None Springfield Hospital Records = 
Seee te 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] REEL IWEEN 
2 o— 95 
= a PART |. DEATH WAS CAUSED BY: > - 3 
eg bce IMMEDIATE CAUSE (o)__ BrOnchopneumonia ay 
£ w%D 
5 TFS 4-9 {X DUE To 
£ 2 . 3 Vv Conditions, if ony, sae ) 
3 BES gave rise to immediote 
= é S 3 cause (a), stating the under- BIBS) 
g g gs ee MY i GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Beng Bp z INTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION C) >, 
eee ie Il. OTHER SIGNIFICANT CONDITIONS Cot PERFORMED? 
Seis ) |e CE. S. assoc. with disturbance of metabolism, growth or nutrition SEAN 
265.95 G senile brain a en weho 
Eot'S & © [200. ACCIBENE WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY “OCtuk HED. (Enter nature of injury in Part lor Port It of item 18.) 
gS 275 & | OR CONTRIBUTING L] CAUSE OF DEATH 
@ ee | UF EITHER, NOTIFY MEDICAL EXAMINER) 
32 = State} 
85 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) ( 
x Bo5 & 20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED econ. atieoncttlcs See ey ‘ 
Sole ray Hour a.m. While Not while H 
zzz 32 4 ati 19 lat work [] ot work [] 
3 gs=2 21. | certify that (I) (this hospital) attended the deceased from...June_§_ 19.8 , toFebruary._3..,. 19.60, that (I) (we) last 
2ge 
ies ££ sow the deceased alive an. Febr, ary. 219.60, ond that death accurred aff 308M Afede the causes and an the date stated obove. 
Eze: 2 hee pe ATTENDING MED. STAEF SIGNED 
(= 
“J Sous | Ah pea: M.D, | PHYS. DIRECTOR PHYS. [— 2/ Vi (e) 
UD 2 
6 2 5 ae 2c. GENS 22d. ADDRESS 
Z8z38 | Edmund Lusthaus, M.D. Serinatiels Hospital, Sykesville, Ma 
eee el | ee Se a ee ge I EE OTe NOS Eek 
es avo —a 
% B25 agen CREMATION, ‘23b. DATE THEREOF ; E OF CEMETERY OR CREM. ‘23d. LOCATION (Ci m, OF county) (Stote) 
Ra REMOVAL (Specifg) Aik _ 
setts Cae ae iz~y~60 
oe 


24, INERAL DIRECTOE-S, SIGNATI 25a. REC'D BY REGISTRAR 25b. REGISTRARS WN ATURE 
Vacel benrcs Zlbo CLLTD Miaz seh 4 °60 Ciathng Poste 
7 


a< 
as 
=p 
2a 
<5 


jled with 


Pages | and 2 shout 


© haurs after death: Page 4 


te has been signed by the attending physician and campletely fitfed in byrthe funeral directar, 
xs after death. 


in 2 


Then please remave carbon popers. 


the registrar priar ta burial, cremation, ar remaval, and in any event wi' 


page 3 should be detached for use as the burial-transit permit. 


moy be retained by the hospita 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 
TO FUNERAL DIRECTOR: After this ‘@: 


YS ANS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {) t 8 3 5 
18 CERTIFICATE OF DEATH rat ft 


(| [1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Revidence before odmission) 
o |" 0, County inanvianwe |e ceaiate b. COUNTY 
CARROLL MARYLAND BALTIMORE CITY 


b. CITY OR TOWN (If outside corporote limits, 


c. LENGTH OF STAY IN Ib |{ * ¢. CITY OR TOWN (If outside corporate timits, write RURAL ond give neares! lown) 
RURAL ond give nearest town) 


Sykesville 5 mths -15 days paltimore 1 3V01.4 
oe d. NAME OF HOSPITAL {if not in hospital, give stree! oddress) d. STREET ADDRESS e. IS RESIDENCE 
/. OR INSTITUTION ON A FARM? 
Springfield State Hospital 817_N. Eutaw Place ves []_No fj 
3. pee a First Middle tost 4. a Month Day Yeor 
(Type or print) GRACE WELLMAN LOVELL DEATH 2 10 19 60 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED @ 8B. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR) IF UNDER 24 HRS. 
lost bythday) Hours | Min. 
Female White wivoweo tf] _owvorceo | 9/29/8h 45m. 


12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during mos! of working life, even if retired) 


unknown — MARYLAND USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Henry nan Lovell 
15. WAS DECEASEO EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INSORMANT Address, 
es, no, oF unknown) {I ye, give oO dotes of service) r ri 
no pe unknown, Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


minutes 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). and (cl.] 
43 | OFATIUMEDIATE CALS fo)_COronary occlussion, acute 
f OUE TO 


Conditions, if ony, which Generalized Arteriosclerosis | Years 


gove rise to immediote | 


couse (a), stoting the under. ( OVETO 
lying cause lost. © 


Fs Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DI: ea CONDITION GIVEN IN PART 1fe) 19. WAS AUTOPSY 
(6) = ca" Bret ‘ ve eek otic PERFORMED? 
$| Chronic Brain Syndrome associated with senile brain diseaSe, reaction| vs) noo 
& | 200. ACCIDENT WAS UNDERLYING £) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Yeor ]20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1201. (City or town) (County) {(Stote) 
6 Hour om. While Not while factory, street, office bldg., etc.) ‘| 
Ss. p.m. 19 fot work [J at work [] 4 
21. | certify that | attended the deceased from. Ox. J apsse signe / 10 (60, i  Seeaere :that | last saw the deceased 
alive on__.2/10/60 oe Lo Pe S. Udine and that death accurred ot 2h Am, fram the causes and an the date stated abave. 
S ADDRESS (Street DATE SIGNED 
TUAL 
1h 1 si D_ 2hofeo 


Manele) Gertrude M. Gross, M.D. Springfield state Hospital 
To. A 2b. DATE THEREOF L pac. NAME OF CEMETERY OR CREMATORY T2AJOCATION {City town, or Sai J (Stote) 
ap 22-20 4 .Gnahs Bye’, A Marre Wd : 
23. FUNERAL DIRECTOR'S SIGNATURE) ADORESS Vito. REC'D BY REGISTRAR | 24b, REGISTRAR'S IGNATURE 


a h kt oat, J tegselle P= "Yee FEB15 0 | ton f Hina 


) 


MARYLAND STATE DEPARTMENT OF HEALTH 


an 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND t 5 
LXoOvU 
_ 1844 CERTIFICATE OF DEATH 
S 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived. institution: Residence before admission) 
Qe = °. b. COUNTY 
aie Carroll BAAN Nery land Baltimore 
€ e o b. CITY OR TOWN (If outside corporote limits, write jc. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest tawn) 
3 3 eal RURAL ond give neorest town) a 
Oe aS Sykesville 19Y 8M 1D Baltimore County - Sparks O32 
2 oS IF d. ft SS tal ats {If nat in haspital, give street address) d. STREET ADDRESS e. SiS 
£5 “2 
ees ate Springfield State Hospital None ves () No 
ze 
2 = 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
e es (Type oF print Erma Lupton | dam February 2 1900 
= S28 S. SEX 6. COLOR OR RACE |7. MARRIED ((] NEVER MARRIED [2 } 8. DATE OF BIRTH 9. AGE Bier IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 o i He Min, 
2 Sue Female white wioowep[] —bvorceo EJ | January 2, 1900 60" yn. oe 
2 € 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 8/2 during mast af working life, even if retired) 
yes school teacher 2 New Jersey U.S.A. 
3 of 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 68> 
See Edwind S. Lupton Clara M. Wyckoff 
PS ane, & 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 a § 5 T¥es, a0, or unknown) UF yes. give wor or dates of service) 
eee No | - None Springfield Hospital records 
6 28F 18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond (c}.} INTERVAL BETWEEN 
3 = a 2 PART |. DEATH WAS CAUSED 8y: bee 
£ 38s Hives use ar ~~ Chronic rheumatic heart disease years 
See apt x DUE TO 
te 
= 525 Conditions, if any, which e acute eystitis weeks 
$ BES gove cise to immediote 
SS eehe couse (a}, stating the under. { CUETO 
Le ae a fying couse last. el 
fe cas HO ENS 
3.93 5 > Zz Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]/19. WAS AUTOPSY 
oe DES male a PERFORMED? 
= § 
eases A 15 Schizophrenic reaction, paranoid type ves noO 
rook | 22 ACCIDENT WAS UNDERLYING [)_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Por | or Por I! of item 18) 
Zoo & & | OR CONTRIBUTING [] CAUSE OF DEATI 
A & | Ge eit NOTIFY MEDICAL EXAMINER) 
= 5 on 20¢. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY {Hame, farm, T20f. (City or town) (Count; (Stote) 
— 'Yy) 
Pos eB 3 Horckasmne While Not while foctory, street, office bldg., ra H 
e3 = 2 : Z ot work 
233 35 , that (I) (we) lost 
tt 
rar c AG nes and that rae epctired afZ 1G, Rend couses and on the date stoted above. 
(ot See A 22b. DATE 
ere ort 
< a ATTENDING MED. STAFF SIGNED 
apes 3S M.D. | PHYS. DIRECTOR Se 2/3/60 
O25 25 i] 7c. ENG 72d. ADDRESS 
2 p62 ype) 
2326 Edmund Lusthaus, M.D. Springfield Hospital, Sykesville, Md. 
3 sy 2 2 Be. BUSA GERERARON 23b, DATE THEREOF 3c. NAME OF y > ‘OR CREMATORY 23d. LOCATION (City, town, of county] " ay 
a5 8 pecify) , 
ae “Cenarion 2/4/60 Green Mount Cemetery baltimore, Mar 
re 24, FUNERAL DIRECTOR'S SIGNATURE "ADDRESS REC'D BY REGISTRAR | 25b. REGISTRAR'S BEER RE 


Leonard Nartord Road #74 |oxcFEB 9 60 


ia 
as 
z> 
La 
pro 
“= 


(eRe 


MARYLAND STATE DEPARTMENT OF HEALTH woe, 
) a 8 od 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1845 CERTIFICATE OF DEATH 


a 


= 
® re ie eae? ipa oh, PIU AU ErSDetce (Where deceased lived. If institutian: Residence befare admission) 
°. a. 
é& 2% Carroll + MARYLAND Maryland ScouNtY _ Balto,City 
= i b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest lawn) f 
2 os RURAL ond give nearest town) ae 
2 52 Sykesville 22 days Baltimore 4 
2 & am} d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
o fe D / 4 OR INSTITUTION e ON A FARM? 
Caras Springfield State Hospital 1731 N,Charles St, ves Nog 
2 
2 co) | NAME OF First Middle lost 4. DATE Month Day Year 
& 3 ‘ (Type ar print) Evelyn Gertrude Litteston Matthews [*™ February 19 60 
es S$. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED. ‘BI B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 Z £4 tegpgree) Manths 
g Female White |wioowt _oworceo | January 16, 76' 7 
2 190. USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during mast of working life, even if retired) ar 
Artist - Virginia U,eS,A. 
yl3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Robert Litteston Frances Valentine 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yas, no, or unknown) | (IF yas, give wor or doles of service) 


No 
1B. CAUSE OF DEATH [Enter only ane cause per line far {a}, (b), and {¢)-]} 


Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. 


the State Board af Health priar to burial, cremotion, or removal, and in any event, within 


PART |. DEATH MeDIANY Cause fo) Rheumatic heart disease with aortic stenosis Years 
LIT X DUE TO 
Conditions, if any, which tb) 


gave rise lo immediole 


N: The law requires that the death certificate be executed wit 


couse (a), stating the under ( DUE TO 
§ lying couse last. (c) 
ig a gv. Mi, OTHER SIGNIFICANT Colt we CONTRIBUTING TQ DEATH BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/19. WAS AUTOPSY 
& |e] C.-B.S.assoc.with cerebral arteriosclerosis, with psychotic reaction. veh) Not] 
& LIS 
ad = 20a. ACCIDENT WAS_UNDERLYING 0) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
5 = OR CONTRIBUTING [1] CAUSE OF DEATH 
x | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
@ a 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Ham form, | 20f. (City or town) {Caunty) (Stote) 
a Hour a.m. While Nat iehite, foctary, street, office bldg., etc.) ! 
= p.m, lat work [7] at work t 


21.1 certify that (I) (this haspital) attended the deceased framslanvary.11,, 19.60.10 February3, 1960., that (I) (we) last 


saw the deceased alive an. J ebruary 319.60. and that death accurred aiLO.2 2a\Abm the causes and an the date stated abave. 
220. SIGNATURE gia 


ED 


ATTENDING 
. | PHYS. 


MED, 
DIRECTOR 


‘22d. ADDRESS. 


page 3 shauld be detached for use as the burial-tronsit permit. 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funerol director, 


TO HOSPITAL OR ATTENDING PHY; 
may be retained by the hospital ai 


Cpe y 23b. DAT THEREOF 
new” | 6/60 
RE la 
y 


2Sa. REC'D BY REGISTRAR 


oars FEB 9 60 


2Sb. REGISTRARS SIGNATURE 


(SEE ae 


a 


ae 
ae 
zp 
° 

2 

pes 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ) 4 8 38 
1846 CERTIFICATE OF DEATH ne: 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY 0. STATE 


Carroll MARLAND || Maryland * Sal€imore City 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


Sykesville yr .7mo,.12d) Baltimore 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield § yes (] NOX] 


. NAME OF Middle . Year 
DECEASED 


(Type ar print) Gertrude 


S. SEX 6. COLOR OR RACE | 7. MARRIED [9 NEVER MARRIED [] fj DATE OF BIRTH 9. AGE (In years 


Female White WIDOWED [J DivorceD [J August 8, 1974 oe 


100. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife - Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William S. Bartlett Charlotte Bartlett 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Yo lt paces emi ees Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c].] MERC clea 


_ PART. DEATH was causto.Y,, Acute heart failure hours 
“Ra, / DUE To 
Conditions, if ony, which w__Arteriosclerotic cardiovascular disease years 


gove rite to immediote 
couse (o], stoting the under: ( CUETO 
lying cause lost. te) 
Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) |19. ise) en 
S. assoc. with circulatory disturbance, 15.01 with cerebral veC) NOK] 


200. ACCIDENT WAS UNDERLYING []) fb. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


@o hours ofter death. Page 4 


hours‘after death. 


| omatl 


ers. 


Then please remave carban, 


transit permit. 


: The law requires that the death certificate be executed wil 


0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn] (County) (Stote] 
Hour a.m. While Not while factary, street, affice bldg., etc.) ! 
p.m. Ww lot wark [_] of work 1 


@ 


TO FUNERAL DIRECTOR: After this ce: 
MEDICAL CERTIFICATION 


21. 1 certify that (I) (this PEE we the deceased fram. 


leceased alive a: febr ry 919 LOA, «Fben the causes and an the date stated above. 
fe J 2b. DATE 


ATTENDING 
M.D. | PHYS. 
22c. PHYSICIAN'S 22d. ADDRESS 


wee") Sdnmnd Lusthaus, M.D. pringf: 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY lown, or county} (Stote} 


REMOVAL (Specify) 
i 50 Green Mount Cem, 


24. FUNERAL DIREC R's Si TURE 4 ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


Lr bs Mek L 4, Jad oats FEB 15 '60 Cnthun §& Fiasnd 


STAFF 
PHYS. 


MED. 
DIRECTOR 


bi 


B 3 
ra 
= 
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page 3 should be detached far use as the buri 


may be retained by the hospital 


TO HOSPITAL OR ATTENDING PH 


a 
La 
Pres 
Sz 
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MARYLAND STATE DEPARTMENT OF HEALTH )iBo. 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1 24 2 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2 Dt ply oti (Where deceased lived. If institution: Residence before admission) v 


Be cs 
2 
S 
oS 8 9. COUNTY b. COUNTY 
- $38 Carroll MARYLAND ™ Maryland City 
eA 3 b. CITY OR TOWN (If outside corporate limits, write |, LENGTH OF STAY IN 1b ¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest lown) 
3 8 RURAL and give neorest town) o> 
et eS Sykesville 1, days Baltimore 31, Nd. 3BVoTt 
2 22 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. 
Sie Fp OR INSTITUTION 
Sere eS i H 
2 £65 3.N First Middle Lost 4. DATE Month Day Year 
a oe decease e , Z sh, Nee OF 
® 5 y eee Katherine( Katie) Million DEATH 
8 
3 2 


1 5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years 
eh he - lost birthday) Min, 
2. is ai 
2 fess Female White _|wmowe f pivorceo [) 8=26-1879 
= €8s TO. USUAL OCCUPATION (Give kind of work dane] 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 
g © a3 during mast of working life, even if retired) 
as G 
ees ermany 
3g 5 BR 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
os 
g 38s Not Known Not Known 
2 352 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 a E 5 {Yes, no, oF unknown) (IF yes, give wor or dates of service) H . R 
Pr eee no Hospital “ecords 
= 39 8 =, 
8 £ F3 18. sg Cl ee per eo {0}, (b), and (¢). - ; INTERVAL BETWEEN 
= 4 1 ts} rs 
2 oss : He AS crepes ilateral “ronchopneumonia ays 
5 fF5 Le: “dix DUE TO 
See ce 
= Se 2 Conditions, if any, which ) 
© 8f9 gave rise ta immediate 
5) ies couse (0), stating the under. ( DUE TO 
P47. lying couse last. ©) 
Lees _ 

g . ar Il OTHER SIGNIEIGANT CONDITIQNS CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
bghce 5|2| oBS"as8od. With: Seni Ts Brain wesease (ON PERFORMED? 
eases 7 eae atic carcinoma ves] NOTRE 
es 3 5 = Pe A GIDE RAE ERIE RING T_ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Port |! of item 18.) 

5 = ING C1) CAUSE OF DEATH 
a G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

E~ oO ~ 

Bo 5 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
Dec 5 Houten! eecis (ae. factory, street, office bldg., etc.) | 
Biugese ee = p.m. ‘at work i 
we,ed 2 ; F 
23305 21.1 certify that (I) (this haspital) attended the deceased from.__L=23—. 19.60, ta ~-2 6 __..19..40, that (1) (we) lost 
Zz 3 : 
ew : pe saw the deceased alive on.__.2=492_____- 19.60, and that death accurred at 3p fram the causes and an the date stated abave. 
FES 38 IGNATURE son " 2b OOTE 

y, ATTEND! MED. STAFF LOEP 
S22 es ee & Rp ese il? O_Dikector Opes. £9 lin! 
OLE%ae / Tae. PHYSICIAN'S at ADDRESS 
2223 & Crtdmund Lusthaus MeDe 
~~ ah we ne 
Fs B2° a 240, BURIAL, CREMATION, | 236, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
x be Pe . arta (Specify) eh 
as : 
te +,» ] 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 
> 1 

vaais() \° | Lilly & Zeiler Inc. 1901 Eastern Ave, pare FEB 11 ‘60 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND O18 4) 
194 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) A 
9 COUN’ Carrol marviano || ° SA" Maryland ». coUNNTMontgomery Co.l78 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest lawn) 
RURAL and give nearest tawn) 


Sykesville 2yrs.3nths.7dys. Ken sington DS. Rake 


d. NAME OF HOSPITAL [If nat in haspital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
Spr UNSTIT HON ONA 


Hetteld State Hospital. 113 Franklin Street veSL) NODE 


= & First Middle Lost 4. DATE Manth Day Yeor 
{Type or print) John William Mock SEATH 2 28 1960 
5. SEX hr COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH he . AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


st birthday) | Manth: wes in. 
Male White wivoweo BJ Divorce [] 5B 1883 otek, td 


al 


sfbse 


Cm 


& haurs after death. Page 4 


Pages 1 and 2 shauld be fijed with 


ter death. 


yrs. 


10a. USUAL OCCUPATION {Give kind of wark dane] 10b. KIND OF BUSINESS Of INDUSTRY | 11. BIRTHPLACE (State or foreign couniry) 12, CITIZEN OF WHAT COUNTRY? 
during es caf working life, even if retired) 2 se 
arpenter-painter “7, Virginia U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Mock e Mary Bertram 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT 


“no |“ P""""998.3002596 | Hospital records 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and {<).] INTERVAL BETWEEN 


PART |. Ieetiil WAS CAUSED BY: B: INSET AND DEATH 
Havas causeo ay. Bronchopneumonia a 


| DUE TO 
Canditians, if any, which (b) 
gave rise ta immediate 


cause (a), stating the under ¢ CUETO 
lying cause lost. te) 


Peabo Su agege eRe a CH SRA Re Brat Hats gwe Ni EN Eye oeTe PERE LLEN IN PART 12] 17 EEORMED? 
sores x £ yes PQ No] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pampas! item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ea 
wa 


c 


Then please remave carban papers. 


eee 


ransit permit. 


i 


MEDICAL CERTIFICATION: 


te has been signed by the attending physician and campletely filled in by the funeral directar, 


N: The law requires that the death certificate be executed wil! 
ling physician. . 


}20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF TNIURY {Home, farm, 120 {City or town) {County) (State) 
Hour a.m, While Not while factary, street, affice bldg., etc.) i 
p.m. 19 Jol work (] at wark 


21. | certify that (I) (thts hospital) attended the deceased froma ef He . , that (I} (we) last 
ic 


saw the deceased sume on.2220— 60, and that death occurred obe 3 m the causes and on the date stated above. 
To, SIGNATURE 


. yf Tb.DATE 
OQ we be cle din 0; mo, [Ae Oe Moe oOo tmeo 2— 28560) 


pee UNSay + 22d. ear 
*"! Agustin del Campo M.D. 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF % JAMEYOF CEMETERY OR CREMATORY 


oe $-/- G0 ee | VA 
He Ff SZ vahhll CfA VA 7) | 250. REC'D BY REGISTRAR |"35b, REGISTRAR'S SIGNATURE 
ZZ. CawtlC + ” \oateMAR 1 "60 Cotlan S Giasa 


6 
& TO FUNERAL DIRECTOR: After this c: 


SE 


= 
3 
e 
3 
z 
3 
2 
> 
: 
° 
3 
g 
S 
13 
2 
5 
c 
ie 
= 
3 
= 
g 
2 
5 
5 
2 
5 
5 
= 
x 
3 
2 
& 
# 
= 
a 
a 
= 


Page 3 shauld be detached far use as the buri 


may be retained by the haspital o 


TO HOSPITAL OR ATTENDING PHY; 


=e 
gs 
=> 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1849 CERTIFICATE OF DEATH QIRS4 


= os 
S 3 = Mi 1 Bae pagel 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
S 85 o. COul 0. STA b. COUNTY 
e $3 Carroll MARYLAND ‘Maryland Carroll 
£ Be b. CITY OR TOWN {If autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
2 po! 
5. 52 RURAL ond give negrest town) 
3 52 Woodbine Life X Woodbine 
| eg FA d. NAME OF HOSPITAL (If not in hospital, give street oddress| d. STREET ADDRESS. 1S RESIDENCE 
$ £5 — OR INSTITUTION az : | ° ON A FARM? 
ESS ves RI Ni 
ke XH xeD 
BAe se 
= as 
ty ah 
O-: 
S 
= oS 
2 


tfpA2_, 

bet a GD DUE TO bak 

470 LE y 

Conditfons, ft any, which b & L = 
gave rise to immediote 


couse (0), stating the under- 
lying couse lost. 


ng physician. 


200. ACCIDENT WAS UNDERLYING £) 
OR CONTRIBUTING CJ] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 


Bie First Middle Last 4. bare Manth Day Ye 
< ype or print) HARRY Ae MOORE ePebruary 27, 160 

= 3 $. SEX 6. COLOR OR RACE ]7. MARRIED LA} NEVER MARRIED [] | 8. DATE OF BIRTH * bei IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= e irthday) [Months] Days | Hi Min. 
Bg legae Male White |woowoQ _ oworceog] | Sept. 12, 1690 68 nthe] Days | Hours | Min 
3 = g 10a. USUAL OCCUPATION — kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 & 7 — during most of wy wat jife, even if retired) . 
£, 15s Farmer (Retire Farming {owner] Maryland U.S.A. 
oa 3 \ 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 

5 
ere Harr L. Moore Katherine Benard 
8 ge 
mS Q 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
ba E {Yes, 20, oF unknown) (if yes, give wor or dates of service) i : 
g of wo 4-2 213-36-8172 Mary E. Moore, Woodbine, Maryland 
2 £3 
3 (a 1B. CAUSE OF DEATH [Enter anly one couse on, line for oa {b), and (c)-] 1 INTERVAL BETWEEN 
epee Cee NECITECuoe Greet, Cyn i ae oa 
2 5 > _ IMMEDIATE CAUSE (o) hae 7 
5 iF ? 
2 
iy 
= 
is 
g 
= 
2 
3 
= 
3 


© 


TO FUNERAL DIRECTOR: After this cerficate has been signed by the ottending physician and completely fi 


20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) {Caunty) (Stote) 
factory, street, office bldg., va 


MEDICAL CERTIFICATION 


page 3 shauld be detoched far use os the buriol-transit permit. 
the State Board of Health priar to buriol, cremation, ar removal, and in any event, withi 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 
= rs Hour While Nat while 
a5 19 Jot work [J at work [[] 
2% 21. L certify thot (|) (this hospital) attended the deceased from... / 730 ____. 19.6, that (I) (we) lost 
os saw the deceased alive an_.f Yee ___ 19, and that death accurred of #22 
FS = Zo. SIGNATURE. 7 AE 
ATTENDING ’ STAFF a 
igs / ‘ M.D. | PHYS. Bd bikecror PHYS. . ee 
Og Tic. PHYSICIAN'S 22d, ADDRESS 
zi Howard E. Hall M.D}. Vt A 
&8 23a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘Bc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county! Tait 
9» REMQVAL. (Specify) SE M a 
ze Buryvart arch 1,1960Pine Grove Cemetery Mt. Airy, arylan 
(of 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC’D BY REGISTRAR 
% 


2Sb. REGISTRAR’S SIGN. RE 
a. M. WALTZ, Winfield, Maryland care MAR 1 Cnttan 2. Fema 


= 
a 


pee 
ox 
= 
2 
S 


te 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y 1842 
Lg CERTIFICATE OF DEATH Reg) Dit.Ne 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) _ 
epee Carroll manyiann || @ STATE Maryland b: COUNTY) eater a 


4} 
cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 


onl 


. ee after death. Page (\ 


7 4 i ary T 
Gonbinionty iflonys which ts Far advanced bilateral cavitary pulmonary 


gove rise to imme 


ote 


DUE TO 


permit. 


couse (0), stoting the under: 


3 b. CITY OR TOWN (IF outside corporote limits, write 
RURAL ond giye nearest yaa - - y+ 

2 enryto 585 days Selbyville 3 ore 
2 d. NAME OF HOSPITAL (If not in hospitol, gi treet odd: le . INCE 
= 003 ORINSTTUVONS cee ee cepa coat Sages : © GNA FARM? 
By Henryton State Hospital Route #2 ESF] No] 
5 3. NAME OF First Middle Lost 4. DATE Month ba Fe 
3 (Type or print) Isaac Moore DEATH February 2 19 ie) 
& 5. SEX 6. COLOR OR RACE ]7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

z lost birthday) [Months[ Days | Hours | Min. 

te é Male Negro WIDOWE oworceD 1] | 8~26-1889 7O_ yr. 

3 a 10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 

3 ss during most of working life, even if retired) 4 cs. Rl 

3 z Farmer Snow Hill, Maryland U. S. A. 

2 o 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 a J \ 

2 e Isaac Showell Bell West 

o e 

PS 8 13 WAS pee ce Ryde IN U. S. seth ian 16. SOCIAL SECURITY NO. INFORMANT Address 

re i, n0, oF unknown) Wi Vesper we of service} om 3 

8 of No a. "| 221-24-9569 Katie Stevenson - Daughter 

< 

3 8 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).) INTERVAL BETWEEN 

~3o a 5 . : as Sah 

2 %¢ PART |. DEATH MEDIATE CAUSE fo) __ Cardiovascular insufficiency 

= peer ae: 

s = C XK DUE TO 

< 

$ 

3 

ioa 

s 

z 

3 

o 

= 


€ ive aber lait, (g__ Pulmonary emphysema 
5a J é Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. Nee EMER 
y ct 
3 C z r yes] Nol] 
a (eg = 20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Port II af item 18.) 
2s A OR CONTRIBUTING [] CAUSE OF DEATH 
U [(IF EITHER, NOTIFY MEDICAL EXAMINER) ca 
& & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
3 Hour a.m. While Not while factory, street, office bldg., etc.) ! 
= p.m. 19 lat work (7) ot work ‘ 


ADDRESS (Street, city or town, stote) DATE SIGNED 


SIGNATURE, Me ‘bb “aaaas latig i By eae Henryton, Maryland 2-20-60 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haut 


page 3 shauld be detached far use as the burial-tran: 


may be retained by the haspital ar 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


taneinna Edgars M. Maculans, M. D Fenryton State Hospital 
ype nga re Ure CO ee ee ee ee byton state NOSprtat ese 
220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION {City, town, or county} {Stote) 
REMOVAL (Specify) ~~ x 
2-26- /Fbo Lone: aw arae 


TO HOSPITAL OR ATTENDING PRY! 


23. Gh 


IRECTOR'S SIGNATURE ADPRESS | _— ‘2d, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Dede pave GER 24°60 | Catton f anna 


% 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 wae 
- “ 1a Otte 
SF gr 180i CERTIFICATE OF DEATH spa 
= 2 W 
my 3 3 1. PLACE OF Dg za 2. USUAL RESIDENCE (Where deceored lived. If institotion: Residence before odmision) 
f 85 °. prety on8A . COUNTY 
“ 32 Vit LADEN E faa a x 
£ Be &. CITY OR TOWN (If outside corporote ligit, write Jc. LENGTH OF STAY IN' Tb |] rs. CITY OR TOW (IF ouhide corporate limits, write RURAL ond give neorest town) 
8 8 \ ond g arest town) w) 
ale SOF OF 22L £2 Le 
2 2 el d. NAME oF HOSPITAL {If not in hospital, give street address) |. STREET. ADDRESS e. 1S RESIDENCE 
1 Mi Saee OR IMSTITUTION = SQL ON _A FARM? 
aS x Jz. 227. SP 2e2e2.d hg AZ Yes ENO E}— 
2 £6 i Middle — 4.0) 7 Month Day Year 
~ es = * DECEASED TKS ey 72 4, 
»: ¢ (Type or print) O ttf DEATH G 7G@O 
>» 2 $. SEX 6. COLOR OR RACE |7. MARRIED avoe4 MRE ai ye OF 2a 9. AEE te aa aa ak UNDER 24 HRS. 
» Mi 
3 TOo, USUAL LSccURATON Te 54 Kind of wor ie] 10b. KIND OF BUSINESS OR oe: mn. BIRTHPLACE (Stale“6r foce'g a lies es OF WHAT COUNTRY? 
Hy : : Ki) 
3 Zz GQ GU th K Lk. : JS 4 3 
4 ] 14, MOTHER'S MAIDEN NAME 
2 lo f 
3 | ZY, dA 4 ZA ZADAL. PPL LA ACL 


Pa he OFS, 
° was DECEASED Evga U.S. — PaRCES Gg 16. SOCIAL Yo pee NO. 17. INFORMAN: Addreys? ~ 
anoecontnown) qf rm gene dts of wre) | Da 2 Vis ¢ - 
= SEE TSE htb2, L$tthd tatoria bt) bm bot fused Lh 


18. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), ond (c)-] 3 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: MOA EL ONSET oY] 
IMMEDIATE CAUSE (0! 
} DUE TO . 


7 


Then please remave carbon papers. 


the registrar prior ta burial, crematian. ar removal, and in ony event within 72 hours after death. 


) 


7 / 
Conditions, if ony. which " 
goye rise to immediote 
Cotte (0), stoting the under: ( OVE TO 


ate hos been signed by the attending physicion and complete! 


€ tying couse ost. a 

pe: Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) ]19. meee ites 

R 

i Ws o No [~ 
o 

2 

a) 


200, ACCIDENT WAS UNDERLYING []___[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
‘OR CONTRIBUTING LI CAUSE OF D 
{iF GiiHeR, NOTIFY MEDICAL EXAMINGR) 
—_— 
20c, TIME OF INJURY Month. Day, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County} {Stote) 
oer <i tile, > Not il factory, street, office bldg., etc.) $ 
p.m. 19 lot work [1] of work (J | a 


page 3 shauld be detached for use as the burial-transit permit. 


v 


MEDICAL CERTIFICATION. 


$ 3 21. me 1 attended the aes ie -- DAZ 4, 19.46. 6., to. \yaens 2g fA, 19he_ C that 1 last saw the deceased 

an alive on__. Zk Ib Gwe 12 tence ond that death/accurred on a LYM, fram the causes and on the date stated abave. 

a ° b ADDRESS (Street, city or ea stote) ATE SIGNED 

3E / SGNaTUR sll wo. BSS ww.Greer § eee 77, Z/GL.. 

£a j \ 

a3 ms — Na lins Chepko Westmiaster [Md 

sy No. OURTAL: CREM ION, | 22p, DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY Z2d, LOCATION (City, towp. of county) + (Stote 

~S 3 speci - 

BS Miata LYS G:66\ Laden! (Pte WAM MA .§ LUCA LALA Lig 
= 


«< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certi 


ry 
= 
2: 
S 
oe 


- 7 re q 4 
: eo 2 ALZGf12 - CPE haf EB 23°60 | ithen 2 Haut 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ap 
185i CERTIFICATE OF DEATH 01834 
a io Reg. Dist. No. 
> 3 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
= °. COUNWarroll MARYLAND ‘Mary ty land baCOUNTY “GarroLh 
€ b. CITY OR TOWN (If outiide corporote limits, write] ¢. LENGTH OF STAY IN Ib ||.) c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
3 3 RURAL ond gor reat town 
7° $2 Rural, Westminster 30 Years Rural, Westminster 
is “4 d. eee ay sara (If not in hospital, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
2 5S Westminster Md, Rel (Silver Run) lestminster Md. R-1 (Silver Run) | pNAtcg 
5 
3 2 
3 5 3. NAME OF First Middle lot 4. DATE Month Day Yeor 
= S DECEASED 
& z (Type or print) Myers BEATH 2/5/60 9 
o 
oO 
2 


5. SEX %. COLOR ae RACE |7. — NEVER MARRIED [-] | € OATE OF BIRTH 9. AGE (In yeor [IF UNDER 1 YEARTIF UNDER 24 HS. 
Whi 6" birthdoy) [Months] Days Min. 
Male te wipowep [] ovorceo] |12/5/1883 ate 


100. eating nat oom eee eee 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/y Retired Farmer Farm Carroll Co,, Md, USehe 
4 F FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Peter Myers Enaline Humbert 


Then please remave corbon papers. 


Fcate has been signed by the ottending physician and completely filled in by the funer 


ding physicion. 


MEDICAL CERTIFICATION 


€ 
ao 
= 
i) 
3 
o 
2 
s 
3 
= 
4 
$ 
$ 
3 
> 
2 
iJ 
s 
S) 
2 
5 
B 
8 
3g 
€ 
2 
5 
¢ 
3 
3° 
€ 
S 
4 
5 
2 
74 
3 
2 
. 
e 
& 
8 
® 
e 
° 
= 


18. CAUSE OF DEATH [Enter only one couse per li INTERVAL BETWEEN, 
ONSET OATH 

Lp ef * DUE TO 

gove rise to immediole 

cotse (0), stoting the under. ¢ OVE TO 

20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 1B.) 

‘OR CONTRIBUTING C1 CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

alive on__, _--M, fram the causes and on the date stated abave. 
To. BURIAL oul ‘7b, OATE THEREOF Te. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Stote) 

speci 
its 2/8/60 Mt, Carmel Cemetery Littlestown, Adams Co,, Pas 


16 WAS DECEASEDEVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT Address 
fas, nQ_ ot unknown), : or ser e: 
No Ore geome cmt"! 21501801783 |Mrs. Harry L. Myers, Westminster, Md, R=l 
PART t. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 
tying couse low. te 
Parr IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. p teeth adh 
Yes] NG 
0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 70e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o. m. While Not while factory, street, office bldg., ia 
p.m. 19 fot work [1] ot work ‘ 
21. t mie | attended the deceased from. 14 on ihe Ee tard oD )., 1952 that | last saw the deceased 
D ene at cipger town, atte) oven, DATE “ 
PHYSICIAN'S 
mmm LL OTTER MD, ek a i Tre Stow N Pa 
‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Littlestomm oar EB 9 "60 Cotton 8, Faun 
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& 
z 
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~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wit! 
e ® 


as 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 1 845 
1852 CERTIFICATE OF DEATH ; 


1 


) 


Reg. Dist. No. 


eee’ ; 

& 3 = M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

& 8% o. COUNTY, Mavancalec” a b. COUNTY 

wae Carroll aryland Carroll 

5) iS, b. CITY OR TOWN (IF outside corporate limits, write] ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

g ond RURAL ond give nearest town) ¥ 

2 eae Woodbane 3 mé. Mt. Airy 

2 a2 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 

3 =* 090 Ont unio} : ON A FARM? 

2 38 eitzel Nursing Home ves) nok) 

2 = 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
® x MType or print) §=MERTIE L. PENN deaTHY Cbruary 24, 19 60 


ely 
dfs. Poges) 


5. SEX 6. COLOR OR RACE }7. MARRIED [J NEVER MARRIED op B. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR) IF UNDER 24 HRS. 
a lost birthdey) [Manths] Doys | Hours in. 
Female White jwroweo i) oworctoO] |March 5, 1880 |79 = 


ber 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
rf during most of working life, even if retired) a 
= ousewife Domestic Maryland U.S.A. 
a 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 
8 Z 
2 William H. Gosnell Sarah Duvall 
£ 3 WAS. otter U.S. SEED FoRcese 16. SOCIAL SECURITY NO. INFORMANT Address 
& fat, no, o unknown} {If yes, give wor or dates of service) s 
: ob Sectee a ene ee soo eee | Terrie mh. Pena, Mt. Airy, Maryland 
3 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: Cartcéneru hy Ley ; You eas, 2. 
§ | IMMEDIATE CAUSE (0) le, 
— / 7, vi X DUE TO 

Canditions, if ony, which mt 


gave cise to immediate 
couse (a), stoting the under. ( CUETO | 


lying couse last. te) 


: The law requires that the deoth certificote be executed wi 


, cremotion, ar removal, ond in ony event within 72 haurs after deat! 


i 
& 
5 3 Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(al/19. WAS AUTOPSY 
3s ONs ves No 2 
3 = [200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port It of item 1B.) 
2 & OR CONTRIBUTING [1 CAUSE OF DEATH 
€ G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
bce a Hour 0. m, While Not while foctary, street, office bldg., etc.) | 
Sea = p.m. 19 lat work [J of work { 
= S 
S 2). | certify th pkey 8) RET eee , 1AAthat | last saw the deceased 
223 Oy 
eg 83 alive on_____Y¢L*N_ 241M, fram the causes and an the date stated abave. 
205 6 ADDRESS (Street, city or town, state) DATE SIGNED 
32 
£ is ACTUAL 
peas SIGNATURE LH Leckie .D. Ws af 2 ¥fbo 
Be05 
35 PHYSICIAN'S 
35 / | |RMSANS Ww. B. Culwell M.D. 
ob 
of 
& 
ag 


No. Prva cee ‘2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 3 , town, of county) (Stote) 
uria. 2-26-1960 Winfield Church of God|Carroll Co., Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRARS a: URE 


i nae] C. M. WALTZ., Winfield, Maryland vare FEB 2 9 '60 


TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physician ond comp, 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 tear 
Aner MEDICAL EXAMINER’S CERTIFICATE OF DEATH (2846 
g3 a lor: Reg. Dist. No. 
£3 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 

- o » ST, . 2 4 
£5 Caenel)) maanano || ° STATE yp ang * CONN Baltimore “ 
eS Bb, CITY OR TOWN 11 evnide corporate linin, wite RURAL —‘[e, ENGTH OF STAY IN tb || er CITY OR TOWN [If ovtiide corporote limit, wrile RURAL ond give necrest town) 

58 ond give necrest town} 

3“ Sykesville j0yrs.llmos, 6d#ys Coc e 3x 

gs d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS «. 1S RESIDENCE 
28 s/ ON A FARM? 
a - 2) gr _ Hi 2 None Me O som @ 
3 = 3. NAME OF First Middle Low 4. DATE Month Day Year 

r) (Type or print) Catherine B. Remmells DEATH Februa 19 60 

" 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [2{] 8. DATE OF BIRTH 9. AGE tin yeon. IF UNDER 24 HRS. 


If, 


Female White |wooweo —oworceo) | XBOMR 2-26-1901 | xHK58,.. |Merm| Or Bea Hes 


is USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | tT. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ogg most of sd lite, even if retired) 
lousework - Maryland U.S.A 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Taniel Remmells Emma Thompson 


TB, WAS DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
a i thet ec gat 
Springfield Hospital Records 


1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c). J 
is TH Wi 4 * 
PART |. DEATH EDIMTE Case, (0) Pulmmary edema ané bronchopneumonia 


Abo %* UE TO 4 
Conditions, if ony, = w__Hyperglycemic coma 


INTERVAL BETWEEN 
ONSET AND DEATH 


gove rise to immediate couse 
(2), tating the vaderying( OVFTO = Thrombophlebitis of the right ileac vein 


couse lost, (5 
bee I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE femuee GIVEN IN PART 1{0)/19. WAS AUTOPSY 
Epilepsy with mental deficiency. Fracture, neck of right femur. es ie ne oo 
ar Caere eee ere o 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port t or Port 11 of item 18.) 
ee . 
CAUSE OF OFATH. Patient was found lying on floor. 


20c, TIME OF INJURY — Month, Day, Yeor 20d, INJURY OCCURRED |20e. PLACE OF INJURY (Home, Eu TF. {City oF town) (County) (Stote) 
While Not ila foctary, street, affice bidg., et 
9230" SS 1/26/60 (sta Nhl Hosoital "isvkesville Carroll Md. 


21. I certify that | tack charge af the remains described abave, held an Autopsy EX], Inspectian€], Inquiry J, and find that 


pending’’ in pencil in Item 18. Give Pages 1, 2, and 3 ta the 


MEDICAL CERTIFICATION 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


£8 
$ 28 death mais from: Natural causes J, Accident [], fvicide [], Homicide {], Undetermined cause [7]. 
ole ; 
= uu 
mat 
= ie £ pie Sz Pp Lenn x scp, CHIEF MEDICAL EXAMINER [1] PATS Oe? 
$ Re = _ ASSISTANT MEDICAL EXAMINER [7] 2/4/60 
2 3s 8 NAME James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER 7 / / 
225° Zo. BURIAL, CREMATION, | 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
Bees REMOVAL {Specify} 

2 Buria 2-6-1960 Poplar Grove Cemetery) Cockeysville Md. 

23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘do, REC'D BY REGISTRAR | 240, REGISTRAR'S SIGNATURE 


5m 9755 Brooks Funeral Service Towson 4, Md. |[osrfEB 8 ‘60 Onbun of Foe 
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TO HOSPITAL OR ATTENDING PHY: 


=e 


& haurs after death. Page 4 


ely filled in by the funeral director, 


, = 


Pages 1 and 2 shauld be filed with 


Then please remave corban papers. 
, or remaval, and in any event, within 72 haurs after death. 


stransit permit, 


hysician. 


ing pl 


di 
cerificate has been signed by the attending physician ond camplet 


After th 


page 3 shauld be detached for use as the burial: 
the State Board of Health priar ta burial, cremation, 


may be retained by the haspitol at 


TO FUNERAL DIRECTOR 


~ 


( 


Q 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 01847 


LIPLAGE OF DEA 4 F 4 8 3 ig ROSIER RESIDE CEI the, deceased lived. If institutian: Residence befare odmi: oF 
o a. STATE b. COUNTY /,) 
MARYLAND 
Zs 4 Wa kate 


b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib CITY OR TOWN (If autside carporote limits, write RURAL and give nearest tawn) 
RURAL ondi'give nearest tavysl) t ie ¢ pg c 


[ett 4 (etd te f : 


|. NAME OF HOSPIT, f nat in hospital, give street address) * 4 e. IS RESIDENCE 
OR INSTITUTION. 4 ON A FARM? 


yes (] No Sat 


|. NAME OF First i Lost . Yeor 
DECEASED 


fee LLL EY PEACE NEVI Ds| ® aot 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


‘ Ms winoweD Dat Divorcep [J fev "Lb, L. 14% 3 Japesietey) Manths Hours | Min, 


10a. USUAL OCCUPATION [Give kind af wark wid KIND OF BYSINESS OR INDUSTI xh BIRTHPLACE (State ar forei 12. CITIZEN OF WHAT COUNTRY? 


durigg/mast of warking life gven if retired) 
4 a a —— 


wa. We AME WH Ws 14. MOTHER'S p oe = og 
(EPCL7 CRAM My, LL Ca “aes oe 


IAS/ WAS DECEASED EVER IN @. ARM D FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT tit, 


Wg 2-20 te Lieut Ll +f 


18. CAUSE OF DEATH [Enter anly one cause per line for pie of on INTERVAL BETWEEN. 


d 
PART I. DEATH WAS CAUSED BY: Lian Dts, Chin L isehewas mepes 
IMMEDIATE CAUSE (6). - 
OOK DUE TO 
Conditions, if ony, which Ne Hebets. aacmatie 


gave rise ta immediate 
couse (a), stating the under. ( DUE 10 
lying couse lost. 


200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


120c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. ACE OF INJURY (Hame, farm, | 20F, (City or tawn} (County) (State) 
Hour a. m. While Not while factary, street, affice bldg., etc.) 
p.m. 19 Jot work [J at work \ 


21. | certify thot (I) (thts hospitol) ottenc hi he deceosed from.____ £2 Se. See Re a---- 19.S*, that (I) (we} lost 
saw the deceosed alive eee Fy BP eg be 19.20 ond that deoth accurred ot /2/M, from the causes and on the date stoted abave. 


22a. SIG! URE 22. DATE 
a ATTENDING or Be STAFF SIGNED 
M.D. | PHYS. DIRECTOR Prys. O) s y 


2c, PHYSICIAN’: beruth ph ‘22d. ADDRESS 


is IT Le ff LAs 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 3c. NS OF CEMETERY ts 23d. LOCATION (City, town, ar caunty) (State) 
a-<, 


PEMOVAL (Spectfy) / Z 
LALLEA -C0C| Lz ZY Ee LO Zick 


7 SAACLL’ aE. 
24, FUN Ps fOR'S SSRN ADDRESS 25a. RED B RAR Sb. REGISTRAR'S SIGNATUR 
Cee oi = 313) ee U Gee 
LOE. el Liha WA Nata: ts Cthug 2 Foaand 


Set 


wel 


MARYLAND STATE DEPARTMENT OF HEALTH Q4 R4 8 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


“9. COUNTY y 


fi 1, PLACE OF DEATH 


CERTIFICATE OF DEATH 
18os 


2. bios [ekg (Where deceased lived. If institution: pprtons before odmission} 


6. Oat / a At tatl 


Lh MARYLAND 


LLicth 


= 
= 
2 
8 b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN 1b : Cy OR TOWN (IF outside, cogporote limits, write RURAL nd give nearest town} 
(RURAL and give negrest toy) oe ba 4, 
= 4, 4 Z 2, 
3 Letts = Vip dhe LE Bild. (- 
& d, NAME OF HOSPITAE (IF not in hospitol, give street oddréss} STREET ADDRESS e. % RESIDENCE 
FS, 4 OR INSTITUTION f ON A FARM? 
é Yl 
2 es] No Jaa 
5 3. NAME OF ; First z Middle. >. lost 4. DATE Dy Yeor 
: ae Ley SIE KEE KML fie 2/9 | eam tL. aa 
s af 5. SEX 9 6. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED [-} | 8. PATE OF BIRTH . AGE {In yeors IF UNDER 24 HRS. 


thoy) 


wivoweD Py pivorceo[] | zor. LLL SE &- yg hie 


Min. 


€ 
8 
a) 
s 
. 
e 
a, 
5 
n3 


| ALE 
1S. FATHER'S NAME 


ficate be executed “iy hours after death. Page 4 


(Yas, no, of unknown) 
% Zhe, 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 
during jnpet af working ss even hs H 


F V4, MOTHER'S MAIDEN NAME 
ed si ijr- Biss Lt Gest Sarr 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFO! mn NT 7; 


12. CITIZEN OF WHAT COUNTRY? 


SA. 


[Ap BPEL Lil 


Addrey 


| (Uf yen, give wor 0 dates of service) 


o 
a 
° 
a 
c 
5 
= 
i 
€ 
a 
g 
s 
= 
a 
< 
3 
es 
= 


gove 


1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), end (c).] 


{ ‘ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: : 
IMMEDIATE CAUSE (o) adn 1) 4 1. a Se : sh Aa. 
U- uy Gk DUE TO 


Conditions, if ony, which 


se to immediote( 
couse (o}, stoting the under- dpe TO 


Mitisty - tghade, Stef. 


INTERVAL BETWEEN 


as ‘Cech bepeat beg 
yeahs : 


icion. 


9S 


lying cause lost, (e) [J “ : path fen nas ibs leaut Schpaes 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRUENG TO DEATH BUT NOT RELATED THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 4 


5 
3 
= 
e 
3 
¢ 
2 
e 
= 
> 
ry 
ae 
2 
= 
= 
ay 
2 
a 
€ 
5 
to} 
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oe 
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The low requires that the deoth certi 


ing physi 


oS: 
icate 


Hour a. 
Pp. 


MEDICAL CERTIFICATION: 


Yes] NO J 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 


While Not while 
ot work ‘at work 


foctory, street, office bidg., etc.) | 
I 


21.1 certify that (I) (thiehespitsh attended the deceased fram... (“#19 A 10 == EF, 19. £2) that (J) (we) last 
saw the deceased alive on_Ee ae and that death accu ‘#! 2M, fram the causes and an the date stated abave. 
Mo. SIGNATURE 1) 1 Cn , 7b. DATE 
cena Cle Pen | D Boo Mio 240 fey 
| 7c, PHYSICIAN'S 7d. ADDRESS 


MEO Av MUI May PAE OLE EME NE TD 


the State Board of Health priar ta buriol, crematian, ar remaval, and in any even, 


poge 3 should be detached for use as the burial-transit permit. 


may be retained by the hospital at 
TO FUNERAL DIRECTOR: After this cert 


7. i 
24. Fu RAL DIR 


CL lat 


TO HOSPITAL OR ATTENDING PHY; 


an 
=> 
2a 
cs 


23a, BURIAL, CREMATION, | 23b. DATE Uda 23c. NAJ Doyen ae 27 OR Fock, 23d. LOCATION (City, town, or county) (Stote) 


X epee) |\e-UA Ge Lg peccdl le 0 Vid Z 


Wb, REGISTRAR’S. SIGNATURE 


elt SE, Fanaa 


ee 


scfors 361 peed Vie Zz Z (Za Se Epa gee 


- 


—! 


in by the funeral directar, 
Pages 1 and 2 should with 
x after death. 


@ haurs after death. Page 4 


Then please remave carban papers. 


: The law requires that the death certificate be executed wi 
icate has been signed by the atlending physician and campletely 
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page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHY: 
may be retained by the haspital 
TO FUNERAL DIRECTOR: After this cer 


= 


MARYLAND STATE DEPARTMENT OF HEALTH () t 84 2) 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 
185§—— 


if ais DEATH E bea pEENCE (Where deceased lived. If institution: Residence before admission) 


°. ae aati Maryland b. COUNTY Cit SY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) A : ¢ : 

Sykesville 15 yrshm2 day Baltimore lid. 3Vor- ub ’ 

d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
oO Be ON A FARM? 


Sorinstield State Hospital 210 Boyd Street yes (] NO DF 


¥ poe’ First Middle lost 4. al Month Ooy Yeor 
(Type or print) George E, Riley DEATH 2 7 ~~ 4960 


5. SEX & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE (In yeors (IFUNDER 1 YEAR|IF UNDER 24 HRS 
x ons 8 bicthdoy) [Months] Doys | Hours | Min. 
Male White wioowen (J pivoRceo By =19—01 ys. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY|11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af so life, even if retired) 
Taborer West Virginia UB hs 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Harman A, Riley Katherine Moran 


15. WAS DECEASED EVER IN U. S. ARMED rae * SOCIAL SECURITY NO. |17, INFORMANT Address 


fes.ino, or unknawn!| {IF yes. give wor oF dates of service! 4 7 
non .| unkn Hospxtal Records 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN, 


PART DEATH Was ChustD er. Arteriosclerotic hypertensive heart disease years 


$20.0 DUE TO 


Conditions, if ony, which e 
gave rise to immediote 

couse {a}, stoting the under. ( OVE TO 
lying couse last. (e) 


Pastsll, OTHER SIGNIFIGANT GONDITION RIBYTING,TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Psychosis pnb Wiolstalevenichae-cteso:stenmmcr ia PERFORMED? 
yes] NO] 


OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bidg., si) 
p.m. jot work [7] ot work 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port it of item 18.) 


MEDICAL CERTIFICATION 


3 ISL, to... Qe], 19..60 that (I) (we) last 


19.60,, and that death accurred of SPfram the causes and on the date stoted abave. 
2b, DATE 


ay ATTENDING MED. STAEF 1G 
f se Mo, | PHYS. OO _oirector PHYS. 27560 
22c, PHYSICIAN'S 22d. ADDRESS. 


NAME (ype) Edmund Lusthaus M.D. Springfield State Hospital Sykesville, 


230. pune Sa 23b, DATE THEREOF 4 NAME OF CEMETERY a CREMATORY 23d. LOCATION (City, town, or AG ory 
ve A! ec fy i 
Ley il 24/6, GiB COG BA Lill ea Avrety taf, CA 3 


24, oe DIRECTOR'S SIGNATURE__, ADDRESS, Oke REC'D BY REGISTRAR 2Sb, REGISTRAR'S SIGNATURE 
brea g Techs Ke wey [Me bev bebe f Sf ake 9 °BD Onthun £ $Gcua 
Vv 


1 met MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 1 8 5 0 
os cf MEDICAL EXAMINER’S CERTIFICATE OF DEATH Be 
2 84, 3 . Dist. No. 
8 3 2 ) 2. USUAL RESIDENCE (Where deceoted lived. fF Institution: Residence before admission) 
$s 5 manviann || ° PE 72 po ae AZAR OAL 
2g 3 b, CITY OR TOWN coe crave Si we AURAL . LENGTH OF STAY IN Ib % CITY OR TOWN {If outiide corporate limits, write RURAL ond give nearest town) 
coe cs give nearest town 
ee NEw Nid SA = x Nels W/NID SOB 
& 5 < d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) f ‘STREET ADDRESS @. 1S RESIDENCE 
“% 8 y ON A FARM? 
segs La A. 7, wes ENO} 
33 g 3. [3. NAME ¢ NAMIOF First Middle 4. DATE ‘Month Ooy Yeor 

Va timer Pe ore n = Poop | tm Kz B, F__ Woo 
= 2 6, COLOR OR RACE |7. MARRIED [Z}NEVER MARRIED [-]| 8. DATE OF BIRTH % AGE = IF UNDER 24 HRS. 

a MAL = eit C. pivorceo [] © <2 _ es] Bo aw | 


yee! USUAL Gaede flea! 5 ‘Kind of work done| 


10b. KIND OF BUSINESS OR INDUSTRY Ww BIRTHPLACE ae or focéigh country) V2. on OF WHAT COUNTRY? 
“ gq most of working li . even if retired) 
2 f 
2 4 13. FATHER'S NAME 14, MOTHER'S MAIDEN mig 
Fs D> 

A lpn 4H Ropp rea Nie DE TBR ISS ee 

T8, WAS DECEASED EVER IN U; S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT ~4 
# {Yes, pe. oF unknown) {If yes, give wos or doles of service) o > /, b “ 
= 14-9130 Mes VE E fs. Py s New 0 


INTERVAL BETWEEN 
ONSET AND DEATH 


Tl 


for (0). (b). ond (c). ay 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 


ef 


in Item 18. Give Poges 1, 2, ond 3 to the 
iner’s Office olong with form PM3. Poge 5 may be retoined for your files. 


Conditions, if any, which 0 
Gove rise 1a Immediote coure 

{0}, stating the underlying( DUE TO 
couse lost. ey ( 


pen 


ficate should be executed within 24 hours ofter deoth. 


€ 

£ 

& 

: 

y 

eo 

5 

2 

° 

128 Zz PART ‘pe SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART le)[17. WAS AUTOPSY 
Fes »|O ae. a SZ D 
£98 3 P 2 vs] NOT 
te 2 ag ‘ —- r “ 
3s 200, e i RRED. (E . 
SRE = | 200, exten ie: & Soe WAS gp _ [tabs DESCRIBE HOW INJURY occu (Enler noture of injury in Port | or Port II of item 18.) 
as 3 5 | CAUSE OF 
@ 2 3 Jee. TIME OF INJURY Month, Day, Year [20d INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (Stole) 
be ees ray Hour While Not while foctory, street, affice bldg., etc.) 
8m & om. | 
Z #56 = p.m. 9 at work [[} ot work [[] 

a * | . . * 
gfzé 21. I certify that | took charge of the remains described above, held an Autopsy Oo. Inspection fe], Inquiry Bf, and find thot 
aye death resulted from: Natural causes [[], Accident], Suicide [], Homicide [[], Undetermined cause [[]. 
ig 5 
este = 
a Sfe ACTUAL ah DATE SIGNED 
2208 BOUAL ee CLC a io, CHIEF MEDICAL EXAMINER [] 
~8 z AS * —s ASSISTANT MEDICAL EXAMINER 
bse * Hae tye aM ES a. 7 f DEPUTY MEDICAL EXAMINER 2/9, 4/ lop 
eebee Cye s/f Aro) 

Pere Oa Zo. BURIAL, CREMATION, | 22b. ry THEREOF ic, NAME OF a ‘OR CREMATORY 72d, \OCATION a town, Tt (St "y 
o F295 R REMOVAL wen 
is 


lo A L b 


p j 
( ARE hb 
> da. R = REGISTRAR | 24, REGISTRAR'S SIGNATURE 
VS, ATSME(5) a B4 2°60 + of a> 
5m 9755 X that §. iatads 


mat 


Pages 1 and 2 shauld be filed with 


hours after death. 


@ haurs ofter death. Page 4 


signed by the attending physician and completely filled in by the funeral director, 


Then please remave carban papers. 


: 
2 
3 
5 
g 
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2 
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= 
3 
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= 
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cer 


Vag 
the Stote Board of Health prior to burial, cremation, ar remaval, and in any event, 


page 3 shauld be detached for use os the burial-transit permit. 


may be retained by the haspital ar 
TO FUNERAL DIRECTOR: After this 


= TO HOSPITAL OR ATTENDING PH 
a 
Se 


Z> 
2 


MARYLAND STATE DEPARTMENT OF HEALTH hos 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () i 8 UL 


1858 CERTIFICATE OF DEATH 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. STATE faryland b. COUNTY Frederick v 


1, PLACE OF DEATH 
oe Berroa: MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 
Sykesville 6mos «ljdays LeGore /o x 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION a ; ON A FARM? 
Springfield State Hospital None ves] Nox] 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED | . F Bate, OF m 
(Type or print) Sckk Silas Clayton Schildt DEATH February 8 160 


S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors 


Male White wipowen [F DIVORCED ox ay 31, 1878 ite oe 


1a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired} 
x ; a Lime Plant Maryland : UsSeA. 


Laborer 
14. MOTHER'S MAIDEN NAME 


13, FATHER'S NAME 
xxkxuxxx Elizabeth Jones 


If UNDER 1 YEAR| IF UNDER 24 HRS. 
Months] Days | Hours] Min. 


Xxxxxxx David W. Schildt 


18. WAS DECEASED EVER IN U. S. ARMED. ale SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yer, 10, oF unknown) ee. 213-10-211 Sp beat tid . . 


No 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (o)_ Gangrene of right foot Yonths _ 
334% | 
ES) DUE TO 
Conditions, if any, which Peripheral arteriosclerosis Years ___ 
gove rise to immediote (1 
couse (0), stoting the under: F * Y 
lathe rages ae g_ Generalized arteriosclerosis. Years 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 


ByS.assoc.with cerebral arteriosclerosis with psychotic reaction wail 
s_alcoholis re > yes] No CF 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a, m. While Nat while 
p.m. wv lat wark [7] of wark 


21. | certify that (I) (this haspital) attended the deceased framouky 2hs 1959. da February 6, 19.60, that (1) (we) last 
saw the deceased alive an ruary 819.60. ond that death occurred af!PM.M, fram the causes and on the date stated abave, 
Za. SIGNATURE 2b.DATE 

x1 Biron _ BA 2/878 
22d. ADDRESS 


'20e. PLACE OF INJURY (Hame, farm, | 20F. (City or tawn) (County) (State) 
factory, street, office bldg., etc.) ! 
' 


MEDICAL CERTIFICATION 


ATTENDING 
M.D. | PHYS. 


spital, Svkesville, Mas. 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (State) 


@Burtel” | 2-11-60 | Church of Brethern Cem. Rocky Ridge, Ferd. Co. 


24, EMINERAL DIRECTOR'S LE. ADDRESS 250. REC'D BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 
Ae matak & Thurmont, Md. cate FEB 12°60 
5 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND () 1 8 ts eo 


CERTIFICATE OF DEATH 
1359- 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission} 


oo. COUNTY a. STATE b. COUNTY 
sleet edges i qT EN" =Prince Georges “ 


emt 


« 


-) 


Karyland ce Georges 
b. CITY OR TOWN (IF autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


RURAL ond give nearest town) vi ee. < 
Sykesville Trrs .26days tverdale Ke 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Soringfield State Hosnital TaD Me Ase ces Ase ves] not} 


|. NAME OF First Middle Lost 4, DATE Manth Year 
DECEASED 


4 OF ea 
(Type ar print) Conrad Drew Shafer DEATH February 19 60 
5. SEX i COLOR OR =| MARRIED F} NEVER MARRIED CO [® DATE oF BIRTH 9. AGE (In years 


a 
~ 


din by the funeral director, 


oe hours after death. Page 4 


Wale White winoweof] —soworceng) | Oct. 27, 1902 "¥ None 


10a. USUAL OCCUPATION (Give kind of work cele KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ar fareign country) 


dyting most af warkio oven i 
SPC SU Stor Ussrator ~ Maryland 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


. 


Tranklin Shafer Mattie B. Young 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


a. ro, or unknewa) {U6 yor. give wor dates of service) 
No | - None 
18. CAUSE OF DEATH [Ent I line f J, {b), and (c)- INTERVAL BETWEEN 
[Enter only ane cause per line for,{a), (6). ond (€)-] Ta eT ae 
PART | DEATH NEBIATE CAUSE | (6) 2 i 
ne {o} E Day 
2O.f DUE TO | 


Gendiliand Atway, Owhieh 5 Coronary arteriosclerosis 
gave rise to immediate 
cause {a), stating the under- ( DUE TO 


lying cause last, g___ Pulmonary edema | Hours 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
PERFORMED? 
mentia Praecox ves {5} No] 


200. Beal WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING O CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


, within 72 hours after death. 


Years 


The law requires that the death certificate be executed will 


ding physician. 


N 


© 


0c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {Caunty) (State) 
Hour 0. m. d Not while foctary, street, affice bidg., etc. at ! 


p.m. k [[] ot work 


21.1 certify that (I} (this hovel) attended the deceased from OC LOber_ 20, eh rioheben75. » 19.60., that (I) (we) last 
sthe deceased alive an__<. 60), and thot death accurred ofl 121M, ffm the causes and on the date stated abave. 


SIGNATURE 2b. DATE 
Wk a. ; . ATTENDING MED STAFF 
tf M.0.| PHYS. C__pirector O__PHYs. 2/8. 
We. PHYSICIAN'S 


rays 22d. ADDRESS 
(wel Edmund Lusthaus, WD. 


MEDICAL CERTIFICATION 
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23a. BURIAL, tite 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, ar caunty) (Stote) 


REMOVAL (5; 
i 2- a8 Mt. Olivet 6emetery Frederick- Maryland 


INERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


ate ‘ea CERT ICELM Hoorn’ Prederick= Mie _|oarFEB 15 '60 Ceiba FE a ———— 


the State Board af Health priar ta burial, crematian, ar remaval, and in4ny & 


Bp 


may be retained by the haspital 


TO FUNERAL DIRECTOR 


GS TO HOSPITAL OR ATTENDING PHY: 


Z> 
2a 
a 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 19K: 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 1853 


is 


£ 3 & Log. Reg. Dist. No. 
$3 2 —_ i. PLACE OF £ DEATH OV 2. USUAL RESIDENCE (Where decemed lived. If institution: Residence before admission) 
& , S hae 
bE my Carroll marvuno || @stt Maryland b.couny Carrol] 
Fd “4 x J b. Sty OR TOWN If outside corporote limits, write RURAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give necrest tawn) 
= ve pare 
go 2 “ “fahthester 4 / Life x Manchester,R.D.L 
fy 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS: @. IS RESIDENCE 
“8528 / ON A FARM? 
eae yes] NO 
8 
2 
iy 


Sas 3. NAME OF Fint Middle Lost 4. DATE ‘Month Dey. Yeor 
eS (rece pen) Carroll David Shaffer DEATH February | fe 
ws 5. SEX 6. COLOR OR RACE |7- MARRIED [3 NEVER MARRIEO [-]| 8. DATE OF BIRTH 9. AGE (tn yoor IF UNDER 24 HRS. 

ary I Male W oO November 27,1894 73” bid 
éo% WIDOWED olvoRCEO [) oly q b yes. a ed 
Bo8 Oa, USUAL OCCUPATION {Give kind af wark done] 106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
it be retire . 
ane eel D Maryland. U.S.A 
= 05 Y 7 
Cain Lf L/ Vi OTHER 
[A oe SP j tf 
3 go Ce, he ZA , e ‘i a" po L AL _ a 
$ DECEASED EVER I RMED FOR . ° 4 3 j / 
25.0. Lia Wild Win 1 bel 7-/-Of S57 Ma \_& ALLL pauclisah) p 4 
= ™m .: = — i+ — wy var 
. react 18. CAUSE OF DEATH [Enter onty one cause per line for (a), (b), and (c).} f INTERVAL BETWEEN 
Bete PART 1, DEATH WAS CAUSED BY. of | ‘nst. 
Beek mam obs was wun, Shot Gun Blast of Head inst, 
o= f 
g eee TICK DUE TO 
Pychaed Conditions, if ony, which . 
oy 3 gave rise to immediate cause 
2 g5 5 (0), stoling the underlying( OVE TO 
seas couse fost. at a tc 
2 Sovreilost. 
2 & 8 3 Fa PART Il. OTHER SIGN) Soressione = TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo}t}19. WAS AUTOPSY 
253 off ety-Depression on oe 
Bea © [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ii f injury_in P. i 
555 . ; 3 joture af injury_in Port | or Port Il of item 1B.) 
“ Res Ce Acad gh dla Ta) Guage shot gun in mouth. Pulled trigger. 
Pp > 2 
@ 3 S ]20c. TIME OF INJURY — Month, Day, Yeor 20d. INJURY OCCURRED |20e. PLACE OF InuURy Pee an T20F. (City oF town) {(Caunty) (Stote) 
a a White t whit ntl Mai 2 Shad a 
ze 23 2] Fx febeLL is Colt  Sectlng! Home ' Manchester Carroll Ma 
= . rf . . 
aes 2 21. I certify thot | took chorge of the remoins described obove, held on Autops |, Inspection Inqui |, and find thot 
9 
size Y P quiry 
mots.) deoth resulted from: Notural causes [], Accident LL, Suicide §. Homicide [], Undetermined couse [J]. 
qi gv S ‘, 
VFo¥ ), 
a f DATE SIGNED 
2 gee a Pee ee Mi 5 LAU. LAMA ip, CHIEF MEDICAL EXAMINER [] 
Sood ASSISTANT MEDICAL EXAMINER [_] 
> +BZace y * 
Peeee Name tiny MeCePorterfield,M.P/ Acte —_perury mevicat examiner OF A 11/60 
B=925 eas = = 
pei 5 os & 5 B LOCATION {cain a pony 7 Wir 
Se ate cS CX (Ge ‘2 Z e Z 
7) ORES 
ya’ 


2 ETERY OK CREMAMORY 
el B: ht GA TPLUXG 
B. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
pg Ce Lr mee 
. Lip Veco OEE 15°60 Onttun £ Kraus 


ie 

=z > 

NERS 
2 


3 


z) 
4 


delay is necessary, pleaze exe 
ral director. Page 4 shauld be 
trar prior ta burial, cremati 


iner’s Office along with farm PM3. Page 5 may be retained far yaur files. 


If 


es 1 ond 2 with the regi 
een 


in pencil in Item 18. Give Pages 1, 2, and 3 to the 
File 


‘pendin 


@. 


farwarded ta the Chief Medical 
TO FUNERAL DIRECTOR: Page 3 should be used as a burici-transit permit. 


cute the certificate, writing the 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
or remaval. 


VS, ATSME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 1 854 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH es ug 
17 Lig ect le a Rai; a 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 
*@arroll mamano || ° ‘Maryland » CONN Carrol] 
b. CITY OR TOWN {it aunide corporote limit, write RURAL c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporote fimity, write RURAL and give necrest town} 


Westminster RURAL 2 yrs. 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d, STREET ADDRESS @. tS RESIDENCE 


XWestminster RURAL 


Route # 140 / _R.D.#2 YET) NO of 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
(type oF erin EDGAR (EDWARD SUTHARD cam Feburary . 8 1960 
9. AGE {in yeors 
tout Birthday) 


5, SEX 6. COLOR OR RACE [7. MARRIEDL] NEVER MARRIED (]]| 8. DATE OF BIRTH 
Male White winoweo] pore] | June 18, 1916 43 
0a, USUAL OCCUPATION {Give kind of work dane] 10b, KIND OF BUSINESS'OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 
during most of warking life, even if retired) 3 


yt, 


12. CITIZEN OF WHAT COUNTRY? 


aborer Nursery Virginia U.Sak, 
13. FATHER’S NAME 4, MOTHER'S MAIDEN NAME 
Elisah Suthard Estell Heflin 


nese eens ab-190352 Lowe Westminster, MHD, 
=------+-----------4218-128352 Laura Smith Suthard, Westmi 


18. CAUSE OF DEATH [Enter only one cause per line for (0), {b). ond (c). ] INTERVAL BETWEEN 
Sik wie 


RT TH WAS CAUSED BY: — ONSET AND DERTH 
PART |. DEA USED 8 
IMMEDIATE CAUSE (a) W. —_— 


F/E€ x DUE TO 


Conditions, if ony, rs rs 


ove rise to immediote couse’ 
{o), stoting the underlying( PVE TO 
couse los, fe 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19. please face | 


yes Sora 


20a, EXTERNAL CAUSE WAS. |20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port II af item 18.) 


Zz 
Q 
= 
< 
YQ 
é 
a 
= 
& 
o 
a 
g 
= 


PRIMARi CONTRIBUTING D. — vie 
CAUSE OF DEATH. Qalemet cess Metneiiu- - collision 
20c, TIME OF INJURY Month, Doy, Year 20d. INJURY CoS Sea Ts, aes 120. (City or town) (County) (siete) 
; : fry, street, office bidg., ef. —s 
| So as SF LO len oO ey tep MY Gur pee — | Welter Carma? Wha 
21. I certify thot | took chorge of the remoins described above, held on Autopsy [_], Inspection [XY Inquiry [Yond find that 
death resultedéyom: Notural couses [], Accident Suicide [], Homicide [], Undetermined cause [[]. 
ear Biicin ~~) . Thc / taco, CHIEF MEDICAL EXAMINE? [] pare one 
eS ASSISTANT MEDICAL EXAMINER (C] 4- §-L Oo 
Kame tye”) MES i ae IPRSA DEPUTY MEDICAL EXAMINER’ 
Zio. SURAT CRENATION, [22 DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Gtote) 
ie | 
Burt” feb. 11,190dProspect Hill Cemetery York Penna, 
23, FUNERAL DIRECTOR'S SIGNATURE “ADDRESS 2a, REC'D. Pyros 2b. a cea 
C.M. Waltz, Winfield, Maryland ~ lowe FEB T tut 5, Tawa 


mil 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


1855 


Reg. Dist. No, 


Female White 


~~ ce 
3 23 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) ; 
« 3 2 SON Carrell MARYLAND °. STATE Maryland b.counry Baltimore 
= 8 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g RURAL ond give nearest town) Glynd 
ahs Sykesville 2 Months ‘lyndon BX 2 
3 2 d. NABBOF He stitaG {If not in hospitol, give street address) d. STREET ADDRESS e. see. 
i 3 
ae o7fo rand View Nursing Home 119 Central Ave. yes [] No Py 
5 
2 5 3. NAME OF First Middle Lost 4. DATE Yeor 
ss ve (Type or print) Clara Taylor DEATH February Ts 1960” 19 
» 5. SEX . COLOR OR RACE | 7. MARRIED[_] NEVER MARRIED (Bx | 8. DATE et BIR’ 


9, {In yeors IF UNDER 1 YEAR] IF UNDER 24 Hib: 
Gers MBS Tee ey 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
No 


(Yor, no, or unknown) UWf yes, give wor or dates of service) N 
one 
| 


widowed [7] Divorceo [] 
100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) U.S 
Housewor Maryland Se 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
INFORMANT 


Geo.Kent Bellows,119 Central “Ave. Glyndon, Nd. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ( 


— 


Then please remave carbon pape: 


fen BETWEEN. 
ONSET AND DEATH 


d in any event within 72 haurs after deat! 


IN: The low requires that the death certificate be executed wil 


certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


“Ud x DUE To ; 
s Conditions, if ony, which b iZ ot ay 
E gove rise to immediote eh 
oy couse (a), stoting the under, ( OUE TO 
3 Rae lying couse lost. td 
5 een |S Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
=o. | 
we 0°] 2 ves [] NO 
, ) 
‘ © [200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW? INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
& ] OR CONTRIBUTING CJ CAUSE OF DEATH 
Z & | (UF EITHER “NOTIFY MEDICAL EXAMINER) 
als 
& gets |20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED |20e. PLACE OF INJURY ae ae T20f. (City or town) (County) (Stote) 
Shs Hour 0. m. Ranta. «REN CeRS foctory, street, office etc.) | 
= ea p.m. Ne lan work D1 ot work 1 ‘ 
a be — — — 


alive a 


pes ee a 


is 
|| [soetneterzece a, 


Lia sions? ai 


1. | certify that | ee the ee pen? Shaan aa 


w) Yi 


and that death accurred at_b. A. ai from the c 


Ve. Sthat | last saw the deceased 
ses and an the date stated abave. 


DATE SIGNED 
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TO HOSPITAL OR ATTENDING PHY, 
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z 
2 
2 
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cae (7 LedsReesti wa, Md 24. 
Me. BURIAL? FEMATION. 2b. DATE THEREOF ? =” | 20c, NAME OF CEMETERY OR CREMATOR 72d. LOCATION (City, towd, or county) 
| Burial” |Feb.9,1960 | Druid Ridge Pikesville, Md. 
Q 23. “FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS ~ J.F.Eline & Sons, Reisterstown, Md. pa€EB 1 0°60 abi ys ae 


IN: The law requires that the death certificate be executed wil 


ding physician. 


6 


TO HOSPITAL OR ATTENDING 


a 


7 
@ hours after death. Page 4 


ia 


e,funeral director, 


‘ages | and 2 should be filed wit! 


in 72 


Then please remave carbon ppp 


cerrificate has been signed by the attending physician and campletely filled in by th 
ransit permit. 
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ee 
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page 3 shauld be detached far use os the bur 


may be retained by the hospi 
@ 10 FUNERAL DIRECTOR: After this 


eH 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH 


01856 


AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
0. COl 


Carroll 


2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 


° STATE Maryland B Coon Ge eial / 


MARYLAND 
b. CITY OR TOWN (IF outside corporote limits, write 
RURAL ond give nearest town) 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! oS 


8 Port Deposit TX 


cc. LENGTH OF STAY IN 1b 
Sykesville 36908624 


d. NAME OF HOSPITAL (If not in hospital, give street address) 


‘OR INSTITUTION 
i State Hospital 


d, STREET ADDRESS 0. IS RESIOENCE 
ON A FARM; 
None 


ves No f 


First Middle 


Robert 


. NAME OF 
DECEASED 
(Type or print) 


lost 8 Month Day Yeor 


Taylor February 19, 19 60 


S. SEX 


“Male | White wipoweD [] Divorceo [] 


6. COLOR OR RACE i MARRIED [] NEVER MARRIED (3f | 8. OATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


1931 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDI 
during most of working life, even if retired) 


None - 


USTRY |11. BIRTHPLACE {Stote or foreign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER’S NAME 


Ira H. Taylor 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. 
(Yes, no, or unknown) | {it yes, give wor or dates of service) 


No 


14, MOTHER'S MAIDEN NAME 


Unknown 


INFORMANT 


Springfield Hospital Records 


Address 


18, CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c)-] 


INTERVAL BETWEEN 


ONSET AND DEATH 


eto ThmeSiSte GALE e)_Pulmonary tuberculosis, far advanced, active 


00 a K DUE TO 


Conditions, if any, which bo 
gove rise to immediote 
couse (0), stoting the under. ( OVE TO 


lying couse lost. tc) 
LATED TO ee 


art il. QTHER SIGNIFICAN: DITO CONTRIBUTING TO DEATH BUT il 
evB. ea wrth oirth trauma wi psychotic reac 


eassocia 
20a, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


INAL DISEASE CQNDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Lone PERFORMED? 
ves O now 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0, m. While Not while 
lot work [[} of work 


21.1 certify that (1) (this haspite') ie ae 8s deceased framAP2 


saw the deceased alive on 
220. SIGNATURE 


20e. PLACE OF INJURY [Home, form, 120. {City or town) 


(Count 
foctory, street, office bldg., etc.) ! a 


(Stote) 


MEDICAL CERTIFICATION. 


» that (1) (we) last 


9S, and that death occurred oth WAM om the causes Bey _gn the date stated abave 
22. DATE 


pl bier hel Loss lo, Mo. 2/19/85 
a “ETE 


M.D. Springfield Hospital,-Sfkesville, Md. 


hice 


MED. STAFF 
oirector C]_ PHYS. 


{Stgte) 


23a, aa = 2b, DATE = >| ere 73d, LOCATION [Cy town, oF county) 
MOV ALL(Specify) 322C = 
prs Ca 4 Dae 
25a. REC'D BY REGISTRAR 25b. ee GRATUR 


FEB 2 9 '60 


24. FU RAL DIRECTOR'S SIG} 
: ee, 5 ORE dee Colom Gee £ Tone 


1 


R STATE 
HEALTH 


he funeral director. Pag 


along with form PM3. Page 5 may be retained for your files. 


e. delay is necessary, 


and 2 with the State Board o| 
ws after death. 


-transit permit. File pages 1 


pencil in Item 18. Give Pages 1, 2, and 3 


I Examiner's Offi 


: This certificate should be executed within 24 hours after d 


2 
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please execute the certificate, writing the word “pending 


4 should be forwarded to the Chief Medi. 
TO FUNERAL DIRECTOR: Page 3 should be used as a buri 


TO DEPUTY MEDICAL E. 


VS, AISME 
5M 7/59 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of ae RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ee 5 
od 


Ne EXAMINER'S CERTIFICATE OF DEATH 


1. PLACEOF DEATH ~~ | 2, USUAL RESIDENCE iviliere deceased lived) it instfations Revifun@ulbetére Sarason 
. COUNTY b. COUNTY 


Carroll P MARYLAND || _ “Maryland Carroll 


b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [lf outsida corporat limits, write RURAL end give neerest town) 


write RURAL end give nearas} town) | 
eyes, |X Meas 


° Airy et E <a 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET, ot oe @. 1S RESIDENCE 


ON AF, 
home - Mt. Airy _ : : | Yes [) N nom] 


3. NAME OF First Middle “Last . DATE Month Day Year 
DECEASED 


OF 
(Te or erin JAMES M. THOMAS | =" February 21 —_—‘1%0 
5. SEX "| 6. COLOR OR RACE| 7, mapRieD O NEVER MARIE) B. DATE OF BIRTH | 9. AGE (In yeors (IF UNDER 1 YEAR | IF UNDER 24 HRS. 
. birthdey) |" Months Bex Hours | Min. 


Male White WIDOWED O pivorceo [] |March Tes 1938 ya. | | | 


J Oe. USUAL OCCUPATION (Give kind of work J0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ens or foreign a | #2. CITIZEN OF WHAT COl 
done during most of working life, even if retirad) 


U.S.AF. (pS ee Babtimore Co. Md. | U.S.A. 


| 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
George 6. Thomas Justa Witherspoon 


| 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address 


Yes no, or unkown) ‘BBY tS" eo" A 23620, 38 George C i Thomas, Mt. Airy : Md. 


18. CRUSE OF DEATH [Enter only one couse par lina for (a), (b), and (el "| INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (e) _ Carbon monoxide poisoning 


SFI. ra) DUE TO 


Conditions, if eny, which (b) 
geve rise to immediate couse 
(a), stating the und 

causa lost, — os 


DUE TO 


PART Il. OTHER SIGNIFICANT CONDITIC CONTRIBUTING TO DEATH BUT NOT RELATED TO THE T TERMINAL DI sEASE CONDITION GIVEN IN PART Ye) | 19. WAS ‘AUTOPSY 
a | PERFORMED? 


| ves [] No 
“202. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of Injury in Pert | or Part Il of item 1B.) -_? a 
PRIMARY x or CONTRIBUTING []) 


DEATH. 
eee d_while working on car in closed garage ~ tae 
20¢, TIME OF INJURY ‘Month, ‘Dey, “As a id, dat Pct, 200, PLACE OF INJURY (Hos jarm, } 20f. (City or town) (County) (Stata) 


Hour Ea) While __ No! While factory, street, offica bldg., etc.) | 
1 Mt, Airy, Md. 


» 4 19 at work [_] at work 
21, I certify that | took charge of the remains described above, held an Autopsy tL Inspection i], Inquiry LL) and in my opinion 
death resulted from: —_ Natural causes i Accident z Suicide ay Homicide im Undetermined manner Oo 


S07 Fe canes CHIEF MEDICAL EXAMINER [Xi] 
ort Pt 
Foe vie mp, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


DEPUTY MEDICAL EXAMINER 
EXAMINER'S SUN ea ISR aE 2/22/60 
NAME (tee) Russell S. Fisher, M.D. Address (Siree!, city, town, or county) f 
Ze. BURIAL, CREMATION,| 22b. DATE THEREOF 22¢. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, own, or country) (State) 


EMQVAL (Specify) 
3 Feb. 24-60 |Pine Grove Cemetery |Mt. Airy, Carroll Co. Md, 


23. FUNERAL DIRECTOR ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


C. M. WALTZ, WINFIRLD, MARYLAND pare FEB 25 60 nthun £, Hens 


MARYLAND STATE DEPARTMENT OF HEALTH 


“ | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0 1 8 5 8 
— 
\ 126/, CERTIFICATE OF DEATH 
~ ce it ‘ 
& 49 ii 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
2 8 3 a. COUNTY Siee LANG. a. STATI b. COUNTY " 
ese Carroll Maryland Balto, City 
= B oy b. CITY OR TOWN (If autside corporate limits, write} c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
. 8 o£ RURAL and give nearest town) s a 
2 S52 Sykesville 3mos. 2days 850 W. 37th Street B VOL 
2 2 |. d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
oy were Ore OR INSTITUTION > ON A FARM? 
ee O|_ Soringfield State Hospital Raltimore 11, Md. SILAS 7 
2 = 5 3. NAME OF First Middle lost 4. DATE Manth Day Year 
2 a¢ (Type or print) Maude Earroll Compton Towson DEATH February 23 19 60 
83 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE Ii year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 . = last birthday) [Months] Da; He Min. 
4 3 re 3 \\ Female White  |wioweo—x oworceog) | Ausust 9, 1887 “fas, Pet ea Meese acl 
5.5 
£ & a ¢ Oh. USUAL OCCUPATION (Give kind af wark dane| 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
. 3 a3 during mast af warking life, even if retired) Maryland U.S.A 
Flee Nurses Aide = oSebe. 
Hy a 
3 5 a g 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
4 c 
OP he John Compt i 
3 3Ge {e) ompton Catherine Carroll 
Pe = 6 is 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. }17, INFORMANT Address 
4 i & € (Yes. no. oF unknown) {IF yes. give wor or dales of service} & 2 % 
mas © - 217-20-6772 | Springfield Hospital Records 
¢ €¢% 
9 i 3 = 1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), ond (c)-] INTERVAL BETWEEN, 
vv Ss a e PART |. DEATH WAS CAUSED BY: 2 
ore eaee f> , IMMEDIATE Cause (o)___Branchopneumonia Days 
5 TRS vA ug } Ye DUE TO 
cet RS has 5 Ae 7 
a £3 Canditians, if any, which b) 
$ pes gove rise ta immediate ©) 
tah eines cause (a), stoting the under- ( OUE TO 
Eaep tog] : ueder. 
ee lying cause last. te) 
£203 pad Pee dae 
3.8 8 5 a 5 Paar Ii. OTHER SIGNIFICANT CONDITIONS INTRIBUTING TO DEATH BUT NOT,RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
SEES > |e C.B.S.assoc.with cerebra i arterLos tlerosis with psychotic reaction. ecne 
easo5 me Ss 
2 2 g 
wot 2s = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 18.) 
Zooe 3 & [OR CONTRIBUTING [] CAUSE OF DEATH 
iBi ie & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Le & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar fawn} (County) (Stote} 
a Hour a.m. While Not while factary, street, affice bldg., etc.) ! 
= p.m. 9 at work [-] ot work ' 


Sele cee apes 19.<™, that (1) (we) last 


sow the fecbosed alive an be 2 5A Nrom the causes and an the date stated abave. 
22a. SIGNATURE 22b. DATE 
TIENDING é SIGNED 
p. | PAYS. mo Bliecron RS. 2/23{60 
| 22c. PHYSICIAN'S ‘22d. ADDRESS 
NAME (Type) = Edmund Lusthaus, M.D. Springfield Hospital, Sykesville,Md. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, tawn, or county) (State) 
\OVAL (Specify) _ &B. 
LFYRLAI APN eg AES, V2 2D f ALT o, Co, 


the State Board af Heolth priar ta bur 


page 3 shauld be detached far use 


TO HOSPITAL OR ATTENDING PHY; 
may be retained by the haspital at 
& TO FUNERAL DIRECTOR: After 


=< 


as 
=> 
So 
< 
3 


Ss 


Y BoD Discios’s SIGNATURE 4 ADDR 250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
7, 7 y ) 
w = LE OL oare FEB 2 4°60 Cotten £, Fai, 


MARYLAND STATE DEPARTMENT OF HEALTH 0185 B) 


RPE OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


65 CERTIFICATE OF DEATH 
+ POAC CED a TY 2, USUAL RESIDENCE (Where deceased lived. If inlltion: Residence before admin) 


*Garroll marnano | ° Heryland CONT Baltimore ~ 


b. CITY OR TOWN {IF outside corporate limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside carporate limits, write RURAL ond give nearest tawn) 
RURAL and give nearest tawn} 


Sykesville Oyr.6mo.8days Baltinore 3BVGl-¥ 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 3103 Mareco Avenue ves BNO 
First Middle Lost 4. baba Manth Day Yeor 
{Type or print) James T. Tuohy DEATH Feb: 9 19 60 
. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [XJ | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) | Months] Doys Min, 
Male white wioowen] _oworcto LO] November 6, 1907 52 ye. 


10a, USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. per orinees (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Odd_jobs = Maryland, Baltimore U.SsAs 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James Tuohy Annie Sullivan 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. i INFORMANT Address 


ao See Sa Springfield Hospital records 


an 


ed’ wi 
et 


Pages 1 and 2 shauld be 


@ haurs after death. Page 4 


72 hours after death 


bon popers 


No - None 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond {c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH MEDIATE Cause o)__ ar advanced bilateral pulmonary tuberculosis Years. 


s 
POLK DUE TO 
Conditions, if ony, which (by 


gave rise to immediate 
cause (0), stoting the under. ( DUE TO 
pr ingeeute lost.’ (ce) 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) | 19. Slat Tong ou 


Psychosis with Constitutional Psychopathic Personality ves] No 
20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part UI af item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn} (County) (State) 
Hour a. m. While Nal while foctary, street, office bidg., etc.) ! 
‘at wark [7] ot wark 


ag 


Then please rema' 


-transit permit 


5 
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IN: The law requires that the death certificate be executed wil 


ding physician. 


TO FUNERAL DIRECTOR: After this i 
MEDICAL CERTIFICATION 


saw the deceased alive an 
Mo. SIGNATURE 2. DATE 


ATTENDING L PeNeD 
M.D. = PHYS. rf PHYS. one 


22d. ADONESS) 


23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, tawn, or county) (State) 
[2/2/60 New Cathedral Cem, Baltimore, Md. 
24> RANERAY RECTORS oe ee amunek PortRee1 Home 25a. REC’D BY REGISTRAR | 2b. REGISTRAR'S SIGNATURE 
ear Brehms Lane paREB 1 1 '60 Onthin £ Kane 
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page 3 shauld be detached far use as the bu! 


may be retained by the hospital 


TO HOSPITAL OR ATTENDING PHY; 


es) 
2a 
a 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH 


"T366 OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0} j 8 bf 


CERTIFICATE OF DEATH 


ot 


= 
BE) 1 eins on 2. sa an RESIDENCE (Where deceased lived. If institution: Residence befare admission) _/” 
< ‘ MARYLAND || °° BSS 
: Carrol) 
=i o b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ri a RURAL end give nearest tawn) " ,) 
2 $2 , 6mo. 17days Baltinore BVO} 4 
2 I d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
[) a Ra - OR INSTITUTION ON A FARM? 
: 55 O/4S|__Springfield State Hospitel veg ELE 
e 
2 5 3. NAME OF First Middle Lost 4. DATE ‘Month Doy Yeor 
= oe ‘ 
@ 23 MType er print) He: Franklin Wagner beatH February 11 1960 
’ 2x S. SEX 6. COLOR OR RACE [7. MARRIED [[) NEVER MARRIED [-] |B. DATE OF BIRTH 9. Reese LEUNDER YEAR] IF UNDER 24 HRS. 
Ki icthday jonths] Doys | Hours] Min. 
. ; Unite _|wooweogg wore | Aprt] 19, 1883 76 | 
a ¢ 10a. USUAL OCCUPATION (Give kind of wark dane 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
35 during most of working life, even if retired) 
s= Employee B,&0,.R.R, = U.S.A. 
a iS 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
55 
Py 


Henry Herman Wi 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
{Yes, na, oF unknown) | If yes, give war of dates of service) 


17, INFORMANT Address 
No None Springfield Hospital records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] 


PART |. OFATH MEDIATE CaUst (o._AYteriosclerotic heart disease 
420.0 DUE TO 
Conditions, if ony, which " r lerosis years 


gove rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


years 


Then pleose 


has been signed by the attending physician and completely filled in by the funeral director, 


N: The low requires that the death certificate be executed wil! 


couse (0), stoting the under. ( DUE TO 

g lying cause lost 9 Bronchopneumonia Gays ___ 
“J £5 Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ace 
> - 
a & B associeted h cerebral arte sclerosis h psycho rea tn NoD 
ae = [0c. ACCIDENT WAS UNDERLYING []__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pat 1 or Port Il of item 1B.) 

S e OR CONTRIBUTING L] CAUSE OF DEATH 

o © [(IF EITHER, NOTIFY MEDICAL EXAMINER} 

r F & [20 TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
* 3 Hour 0. m. While Not while factary, street, affice bldg., etc.) ! 
= = p.m. 19 let work [1] ot wark i 


21. | certify thot (I) (this haspital) attended the deceased framduly_ 24. 189. _to_February Lh_60 that (1) (we) last 
saw the deceased alive on February 109.60 and that death accurred akOs SA tsMe the causes and on the date stated above. 


Za. SIGNATURE a i, y 22b.DATE 
i clini Ael Cazihet —»0|NE™o Sooo tg o/tieo 


22d, ADDRESS 


(Type) 
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may be retained by the haspital a: 


TO HOSPITAL OR ATTENDING PHY 


s 
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Agustin del Campo, MiD. pringfield Stat 
230. SERUAVAISE SGT 23b, DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State} 
EMOVAL [pec 4 
bund " | 2-75-60 Loud. don Park (em. one, / 
* 24, FUNERAL DIRECTOR'S SIGNATURE 250. REC'D BY REGISTRAR 2Sb, REGISTRAR'S SIGNATURE 
veasin “SS | Leonard J. Ruck 5305 Hangond Rd oaREB 18°60 Onnthun 8, Hoa 


be executed wi haurs after death. Page 4 


IN: The law requires that the death certificate 


ding physician. 


TO HOSPITAL OR ATTENDING PHY: 


may be retained by the haspital ar & 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 


Ts 


Pages 1 and 2 shauid be filed with 


bon papers. 
offer death. 


mave ¢ 


igian and completely filled in by the funeral directar, 


Then please 


-transit permit. 


page 3 should be detached far use as the buri 


VS AIS {4) 
1SM 9/58 


the registrar priar ta burial, crematian, ar remaval, and in any event within 


ae 
iy 


1867 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE OF DEATH 
o. COUNTY 


Carroll 


MARYLAND e Srare, b. COUNTY 


Maryland 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


Caroline ¥ 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neorest town) 
Henryton 


c. LENGTH OF STAY IN 1b 


230 days Preston 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


xX « a 


OR INSTITUTION 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) TT 


d. STREET ADDRESS 


e. tS RESIDENCE 
ON A FARM? 


Henryton State Hospital Route 1, Box 39 yes (] NO Et 
a DECEASED First Middle Lost 4. eee Month Day Yeor 
(Type or print Minnie Grace Webb beatH February 8 19 60 
S. SEX 6. COLOR OR RACE | 7. MARRIED [Sf NEVER MARRIED [7] | 8. OATE OF BIRTH 9. mee eet IF UNDER 1 YEAR|IF UNDER 24 HRS. 
ost birthdoy} Months | Di urs Min. 
Female Negro |wrownT] —oworcto] | 9-22—nBOm% 1899 600. [0 | | ae 


during most of working life, even if retired) 


None 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY. 


11. BIRTHPLACE (Stote of foreign country) 


Federalsburg, Maryland 


12, CITIZEN OF WHAT COUNTRY? 


USA 


13. FATHER'S NAME 


Daniel Hubbard 


14, MOTHER'S MAIDEN NAME 


Eliza 29%" Murray 


Address 


PART |. DEATH WAS CAUSED BY: 


Ihe WAS earns ™~* U, S. chy, reece 16. SOCIAL SECURITY NO. INFORMANT ; 
oF acta oeehet ar 
No | 219-01-9432| Grace Webb - Same as patient 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (ch-] 
Cardiovascular insufficiency 


INTERVAL BETWEEN 
ONSET AND DEATH 


me 4 Ny IMMEDIATE CAUSE (0), 
COAX DUE TO 


Conditions, if ony, which 


w_Far_adv. bilat. pulmonary tbc. t cavity right | 


Gove rise to immediote 
couse (0), stoting the under 
lying couse lost. 


DUE TO 
{c). 


Hour 0. m. 


p.m. 


MEDICAL CERTIFICATION 


SIGNATURE. 


21. | certify that | attended the deceased fram 


foctory, street, office bldg., etc.) x 
‘ 


Not whil 
Oot work | 


MO. .---- Henry: 


PHYSICIAN'S 
NAME (Type) 


Edgars M. Maculans, M. D. 


ADDRESS (Street, city or town, stote) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTORSY 
yes] Not) 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 


, and that death occurred ot 8:35AM, from the causes and an the date stated abave. 


alive ie hie. ; 
ACTUAL Leas 7) Uferr lecrr, 4, o ‘, 


DATE SIGNED 


ge! Henryton State Hospital = / - 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 


oe (Specify) 
rl 


Feb. 15, 1960} Johns Cemetery 


2c, NAME OF CEMETERY OR CREMATORY 


IRECTOR'S SIGNATURE 


Federalsburg, “aryland 


ADDRESS: 


22d. LOCATION (City, town, or county) ote} 
Near Preston, 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
OMREB 15°60 | Cinthan £ Foaue 


(St 
faryland 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (1862 


1, PLACE OF DEATH 2. bible ess (Where deceased lived. If institution: Residence before admission) 
, COUNTY asa b. COUNTY 


wv 


b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN Tb ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL and give nearest town} 


d. NAME OF HOSPITAL (If Aat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION Clarksville yes [} NO x 


3. NAME OF Middle 4 Lost 4. DATE 
(Type or print) 3 Wt) ideas DEATH 


EX 3 fl 9. AGE {In years 
lost birthday} 


Male 830s. 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY <a IRTHPIACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mos! of working life, even i retired) 


i@ haurstanen desta: Pane.d 
Pages 1 and 2 shauld be 


hysician ond campletely 


Then pleose remove corban popers. 
after death. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ls WAS bev IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT: * = 


Yer, no, oF unknown) (Hymn. give war of datet of service) 


No Nons me 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), ee ond (¢), INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: é ik A 
IMMEDIATE CAUSE (0) 


“yf Pal DUE TO /FS? 


Gandivions), if on gaenieh ee [Rit 
gove rise to immediote ek 
couse (0), stoting the under- (DUE 0 /§ go 


lying couse lost. 
Past Il, OTHER SIGNIFICANT Zee CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Bi WAS AUTOPSY 


PERFORMED? 


yes no 


iy 


3 
2 
o4 
5 
3 
of 
x 
3 
© 
2 
2 
rt 
ae 
3 
bo) 
<3 
7° 
° 
= 
3 
= 
- 
2 
a5) 
o 
is 
3 
22) 
e 
oe 
= 


200. ACCIDENT WAS UNDERLYING [I 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, , 20f. (City ar town) (County) {Stote) 
Hour a, m. While Nor hile. factory, street, office bldg.. etc.) | 
p.m. 19 lot wark [of work H 


21. | certify that (1) (this hospital) iia the ca ate frames, Vi eee 12 to 48. that (1) (we) last 


saw the deceased alive on_af, LS 2 © and that death accurred at M, fram the causes and on the date stated abave. 


No. SIGNATI 22b. DATE 
ATTENDING MED. STAFF SIGNED 
M.D, | PHYS O)__pirector (1) i 


7c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


N 
ding physician. 


Y, 


6 


After this certificate has been signed by the attending pl 


MEDICAL CERTIFICATION 


230. BURIAL. CREMATION. | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, town, of county) (State) 
REMOVAL (Specify) 


Buria m2 OmabO Mt. Olive Randallstown ,Md 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


Hieinbothon,Fllicott City,Md vare FEB 2 3 '60 Otho Heian 


the State Board of Health priar to burial, cremation, or remaval, ond in any event, within 72, 


page 3 should be detached for use as the buriol-transit permit. 


may be retained by the hospital a 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PH 


os 


as 
=> 
2a 
ee 


? 


Fae 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 8 é 3 
186° CERTIFICATE OF DEATH ‘7 oie ; 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissian) 
5 SN Carroll marviann |) ° STATE Maryland b.couny Allegany 


b. RT Abeta (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest tawn) 
tte 
Syrewaitte ”” 6 yrs. 26 dys. Cumberland 


2 7 
. d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS: ©. 1S RESIDENCE 
OR INSTITUT! 


Springfield State Hospital 813 Gephart Drive eal ONO ne 


op 
mt 


~N 
O 


}) NAME OF First idl 4. DATE 
DECEASED i los ue fe Yeor, 


OF 
{Type or print) Mary - Williams DEATH 1900 
5. SEX 6. COLOR OR RACE |7. MARRIED EY NEVER MARRIED [] |®. DATE OF BIRTH 9. AGE tn years [IEUNDER YEAR ane 24 HRS. 
as Y) [Months] Doys | H M 
female white wivowen [] pivorceo [} 10/ 21/93 68 4 s[ Days | Hours 
10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 
Housewife Pennsylvania USA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Rev. Joshua B. Whaling Alice Vé Beardsley 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [* SOCIAL SECURITY NO. INFORMANT Address 


@: hours after death. Page 4 


cate has been signed by the attending physician ond campletely filled in by the funeral director, 


Pages } and 2 should be filed with 


carbon papers. 
fer death. 


. debeeie Shoe Hospital records, Springfield State Hosp. 


18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond {c)-] INTERVAL BETWEEN 


Ices, ee ee Asphyxia due to obstruction of both bronchi by food. hours 
3 Os DUE TO. 
Caaiieon, Hany. hid Pulmonary congestion and edema, hours 


gave rise ta immediate 
couse (a}, stoting the under- ( OVE TO 


lying couse last. wPick's Disease of the brain. years 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “ea Rese AUTOPSY 


Then please rem 


Involutional psychotic reaction. i nae 


YES. no] 
200. ACCIDENT WAS UNDERLYING C1 ]20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Part | ar Port I! af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


ax 


rm 
9 
= 
< 
3 
z 
i 
= 
& 
& 
z 
S 
2 
i 


N: The low requires thot the death certificate be executed wit 


eo 


TO FUNERAL DIRECTOR: After this cert 


20. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar town) (County) {Stote) 
Haur a, m. While Not while foctary, street, office bldg., etc.) | 
jat work [[] at work (} i 


, 1980 that | last saw the deceased 


LOR, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar town, state) 


~~ 


nancies Konstantin Weber, M. D. 
22a. BURIAL, CREMATION, | 22. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar caunty) {Stote} 
Rou uae Pees 
Bealisville Ma, 


24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


oJ. rome ee ines i A Y, sare FEB 19°60 Cita £ Firassa 


ire fi 
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page 3 shauld be detached far use os the buriol-transit permit. 


may be retained by the haspi 


TO HOSPITAL OR ATTENDING PHY; 


1 


Poges 1 ond 2 shauld be filed with 


@: hours eng letidenth Page’ 


papers. 


Then please remove carbo 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours af 
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2 
‘a 
a 
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z) 
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© 
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After this certificote has been si 


page 3 shauld be detached for use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHY 
moy be retained by the haspital 


TO FUNERAL DIRECTOR 


BE 
=> 
La 
= 
as 


= 


bk 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1879 CERTIFICATE OF DEATH neg. vit, nt) £804 


it: see ve ea 2: Gent RESIDENCE (Where deceased liveg. If institution: Residence before admission) 
Ce b. COUNTY 
Latiatll ee Liz o Ll 
b. CITY OR TOWN ([f outside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY O8 TOWN If outside corporote limits, write RURAL gad give nearest tawn) 
JORAL and giy6/neares} own) Z o be ley fe yA 
d. NAME OF HOSPITAL (If nat in haspital, give street \address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 
yes [] NO 


a. Fi If 4, begs 
NAME OF fi Lek ‘rst Middle O © ay 5 Day Year 
(Type or print) WW ? 1A —_ os DEATH js oa 19 

5. SEX 6. COLOR OR RACE | 7. MARRIED C] ore MARRIED ‘mi B. DATE OF BIRTH AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


u) wipowen [] _IvoRCED H-1S5 7 74 a Months] Days | Hours] Min. 


To. USUAL OCCUPATION (Give kind of work done] 10b 4KIND OF BUSINESS OR INDUSTAf |11. BIRTHPLACE (Stote or forgign k? 12. CITIZEN OF WHAT COUNTRY? 
during sépit of working life, even if retired) Viid 
a 


ed recs renee ly S$ A_ 
ge fof: Ve Se RP 


a cae age Sa IN iy § ARMBO FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


OTe ed 1476-4 B0y lee Slee) LEPP—Yacetonber Mf 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b), and = INTERVAL BETWEEN 


fe) ve AND DEATH 
PART |. DEATH WAS CAUSED BY: , 
IMMEDIATE CAUSE (0) Carcinoma of the Stomach TH fie 
2 
/ et DS DUE TO 
Conditions, if ony, which tb 


gave rise to immediote 
couse (a), stoting the under: ( OVE TO 
lying couse lost. to 


Fa Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
= 
$ yes] NO iA 
= 20a. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) {County) (State) 
a Haur 9. m. While Not while factory, street, office bldg., etc. um i 
os p.m. 19 fot work [] ot work] 
21. | certify that | attended the deceased fram. BY/2k - 2 eo , 1960, + we Latcee , 1980 that | last saw the deceased 
olivecenes — 22. oe [23/60 _. 19____»-. Lea thgtdeath accurred at__+_P_M, fram the causes and on the date stated abave. 
j] * ADDRESS (Street, city or town, stote) 
ACTUAL Uf 
SIGNATURE. /( M0. _........_ Hampstead, Md. 
muvsican's M.C.POrterfield 
ihevie Lage wea. SE ee Pe eee ee a ee ee ee ee Be 
220. BURIAL, SHERATON ‘2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Fi peci y 
cowl — eZ Coogee W102 Za MtAeld 23 


2b. RESIST ‘S$ Pena 


tee FUNERAL DIRECTOR'S SI ADDRESS B" . REC'D BY a sBO 
oy Picea. WE Alice pr MAR 2 


